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EDITORIAL 


You Can Manage Most of the Neuroses 
Developing in Your Practice 


Consideration is given to only those 
cases which are marginal and might be handled 
if the doctor knows this disease 


JAMES M. NORTHINGTON, M.D., Editor 


Therapy of the neuroses may be 
approached with a hopeful note. The 
first consideration for the physician 
is to fix in his mind that he is deal- 
ing with a disease, which can grip 
the patient as assuredly as can any 
infectious process. That’s the way 
2 first-class neurologist’ arrests our 
attention, and encourages us to go 
m reading. 

Therapy is aimed at removing 
tauuse,—i.e., the presence of a per- 
stent compelling force, originating 
in the emotional realm. Any strong 
eling can dictate the thinking, the 

ood, and the organic behavior. It 
foes not relent by force of will; nor 
an it be unseated by a process of 
eason and logic. 

We consider today only those 
ses which are marginal and can 

a Johnson, Minnesota Medicine, 36:1234, 
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be handled in any office if the doctor 
knows this disease as well as he 
knows many of the rarer entities; 
and if he has acquired a bit of wis- 
dom in effective therapy. The prime 
indication is to help the patient to 
escape from persistent, compelling 
overstimulation, originating in some 
emotion—usually a form of anger or 
fear. 

It is silly to tell a patient to go 
home and stop worrying. If he could 
do this, he would not be in your 
office. To tell a patient that his pain 
or other symptom is imaginary 
brands you as an ignoramus and 
adds anger to his problem. 


Sedation causes symptom relief. 
It often adds serious problems to the 
case and, by suggestion, subtracts 
from the patient’s self-confidence. 
Reassurance of the Pollyanna type 
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does not help. The patient is no fool. 
The physician is more likely to win 
success by the skillful use of sug- 
gestion than by didactic teaching. 

Too many of us hold firm to two 
false concepts which add great dif- 
ficulty to otherwise sound efforts in 
therapy of the neuroses: (1) The 
habit of thought which insists on 
identifying the output of the organ 
called “brain” with the proud pos- 
sessor thereof. The responses of the 
brain become synonymous with 
“me.” A far greater portion of the 
total response in that organ occurs 
at an unconscious level; a great deal 
more belongs to the level of the 
reflex, the appetites, and whatever 
it is which we once called instinct. 
The problem of treatment of a neu- 
rosis is similar in method to the 
problem of correcting bad grammar 
—conscious striving for replacement 
of an incorrect reflex action with a 
more correct technique. In so doing, 
we ourselves must see that we make 
no grammatical errors. 

(2) Almost all of us expect that, 
by will-power, we can displace or 
change our strong feelings. The will 
can inhibit, and that process can be 
successful in hiding our feelings 
from the world, or preventing the 
action which is natural to such emo- 
tion; but the will does not make 
that emotion non-existent; nor can 
that emotion be unseated by the 
exhibition of reason or logic. To 
remember this will save a great 
many futile attempts to persuade a 
sick person to terminate that ill- 
ness because it is not reasonable to 
harbor it. 

BREAK HABITUAL RESISTANCE 

Many patients are ill because they 
are continuously meeting life with 
“T will,” but are not making them- 
selves “willing.” And there, in a 
nutshell, lies the difference between 
the disease-type of response, made 
with inhibition dominant, and the 
easy flow of response toward accom- 
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plishment of a desired action when 
a harmonious feeling (force) sup. 
plies the energy to support it. 

The object of therapy is to break 
a state of habitual resistance, and 
thereby to permit body and mind 
to become less responsive, rather 
than hyperexcitable. It is usually a 
matter of reprocessing emotional 
habits which are in fact conditioned 
reflexes. Attack the illness objective. 
ly. You have two measures to use 
which yield successes. 

In our country, psychological 
training is rather completely depen- 
dent upon the Teutonic beginning 
with Freud. This teaching, being 
Teutonic, is ponderous, cumbersome, 
and in the matter of therapy, in- 
practical for our purposes. Little 
seems to be known of the French 
school of thought; one seldom finds 
in the books or classrooms reference 
to Dubois or Dejerine. Yet Dejerine 
is one who seems to have grasped 
the fact that emotion can be altered 
by the power of suggestion. Emo- 
tions dictate, by suggestion, to in- 
tellect, mood, and bodily cells. Our 
various realms of response must try 
to match with an appropriate reac- 
tion to that feeling. If one wishes a 
natural flow of response instead of 
a perverted one, he needs to change 
the feeling to one more helpful in 
meeting the events of life. Our role 
as physician is to aid the patient in 
making this exchange. This art o 
suggestion is exploited by advertis- 
ing men, propagandists, evangelists, 
and rabble-rousers. Anything so po- 
tent in their hands deserves more 
“scientific” exploration toward usage 
in therapeutic techniques. We sorely 
need some weapon to use against a 
disease which paralyzes the capacity 
to choose reaction in reason. 
SKILLFUL SUGGESTION THERAPY 

A Boston internist has for 25 years 
carried on, both in private and dis- 
pensary practice, an admirable dem- 
onstration of the effectiveness of this 
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method. His skillful utilization of the 
principles of suggestion in group 
therapy has resulted in 80-90% suc- 
cesses in a series of 4,000 cases. By 
comparison with results of the usual 
handling of such cases this figure 
is astounding. Yet his effort is not 


widely followed. 


Coercion of any kind tends to ex- 
cite resistance. Since our goal in 
therapy is to break habitual resist- 
ance, the use of an intellectual coer- 


cion is a poor weapon and is doomed 
to failure. 


The second successful agency in 
treatment utilizes ability to contract 
or relax skeletal musculature volun- 
tarily. There are several simple 
techniques for relaxation which can 
be taught to a patient who is eager 
to understand his disease—and to 
help himself—a necessary element 
in the therapy of neuroses because 
one needs to enlist the patient’s in- 
terest immediately in some useful 


device which is objective. It has ad- 
ditional value in weaning the pa- 
tient’s attention away from his intro- 
spective habit and directing it u»on 
a technique which can deliver jim 
from his illness. The relaxing exer- 
cise three times a day in a few weeks 
develops a voluntary skill in bring. 
ing the physical body into a state of 
muscular hypotonus. Concurrently, 
there is practice in bringing the 
thinking processes to a full stop. 
After it is learned, this state of iner- 
tia can be self-dictated to the organ- 
ism in a very few minutes. Patients 
learning this tactic discover for the 
first time in life what it feels like to 
be truly quiescent. In this state, the 
habit of being resistant is broken; 
there is improvement in the ability 
to concentrate, the habit of hyper- 
excitability is replaced with a will- 
ingness to be inactive. And as this 
simple technical skill improves, the 


power of making a choice in reason 
returns. 


& 


Post-Inoculation Poliomyelitis 


A number of cases of post-inocu- 
lation poliomyelitis personally en- 
countered in Gateshead and the 
district have been studied. It is 
concluded that there was no doubt 
of the increased risk to a child of 
developing a paralytic attack of 
poliomyelitis as a result of IM im- 
munizing injections at a time when 
poliomyelitis was prevalent. 

A close look-out must be main- 
tained in every area for the appear- 
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ance of poliomyelitis. Immediately 
the first confirmed case has been 
detected IM immunization proce- 
dures should be halted for a short 
period so as to take stock of the 
situation. 

Manufacturers of prophylactics 
should aim at the production of anti- 
gens which will be satisfactory in 
every way when given by subcu- 
taneous injection. 


James Grant, British Medical Jour., 7:66, 1953. 
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Schizophrenia 


A Schizophrenic patient at one 
time or another in his illness will 
show one or more of the following: 

Failure of the Critical Judgment. 
In the most extreme cases, this is 
evidenced by delusions of various 
kinds, by bizarre somatic com- 
plaints, by hallucinations. The delu- 
sions may be of reference, influence, 
persecution, grandeur, poverty or 
guilt. They may involve misidentifi- 
cation of persons, things, motives 
and events. The somatic delusions 
are usually ideas contrary to the 
possibilities of anatomy or misin- 
terpretations of common, normal 
sensations. In mild cases, the failure 
of the judgment may be shown in 
apparently plausible behavior, such 
as frequent change of job for flimsy 
excuses. In some cases, the symp- 
toms may be such that they could be 
interpreted as normal, except for 
their number and variety. 

Failure of the Drive and Purpose. 
This is usually shown in a sudden 
or gradual change in the personal- 
ity. 

Dissociation of the Mood and Con- 
tent. This is the splitting of the per- 
sonality; the emotional reaction is 
not appropriate to the ideas, e.g., 
giggling as he describes the weird 
and painful changes which he be- 
lieves have occurred in his anatomy. 


The symptoms may extend from 
slight apathy to a delirium with 
suicidal or homicidal violence, may 
change very rapidly or they may be 
more or less constant. They overlap 
the symptoms of depression, elation 
and the various psychoneuroses in 
some cases, so that a differential 
diagnosis becomes a matter of diffi- 
culty. 

Having decided that psychiatric 
treatment is required the family 
physician has the duty of examining 
critically the qualifications of those 
psychiatrists who are available. 
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In the event of failure, ‘he 
psychiatrist should, at the very 
least, be able to recommend some 
safe refuge where the patient who 
has failed to recover may await the 
discovery of some new form of 
treatment. 

The treatment of choice is shock 
therapy. Electric shock will suflice 
for some patients; others will re- 
quire insulin shock; others both 
types of treatments given alternate- 
ly or simultaneously. While some 
patients will recover after a few 
treatments, some who have the ca- 
pacity to recover will need 60 to 
80 insulin comas and 30 to 50 electric 
shock treatments given in a single 
series without any rest periods. 

Before, during, and after the ad- 
ministration of shock therapy, the 
efficient psychiatrist is alert for 
physical factors which may cause 
a psychosis indistinguishable from 
schizophrenia. The alert psychiatrist 
recognizes that psychosomatic prob- 
lems are not always entirely psychic. 

Patients who seem to recover but 
then relapse during a course of 
shock therapy. are not immediate 
candidates for lobotomy. Some of 
them are victims of an unusual type 
of schizophrenia, periodic catatonia, 
and may be expected to respond to 
adequate treatment with thyroid ex- 
tract and vitamins. 


A patient who is freed of symp- 
toms by shock therapy may be ad- 
vised to return for regular mainten- 
ance treatments. If he has recovered 
under thyroid, adrenal cortex, sex 
hormone, nutritional or anti-luetic 
therapy, he may have a definite 
program of treatment to carry out 
at home, under the guidance of the 
family physician. While the rationale 
of the treatment may not be clear 
either to the psychiatrist or to the 
referring physician, the good result 
may be quite clear. 


Lewis Danziger, Medical Times. 82:20, 1954. 
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Primary Cancer of the Lung 


It has been estimated that the 
incidence of lung cancer has increased 1500% 
during the past 25 years 


FRANK PHILIP COLEMAN, M. D., 


Carcinoma of the lung is the most 
common visceral cancer in man; it 
accounted for over 24,000 deaths in 
the United States during 1953. It has 
been estimated that the incidence of 
lung cancer has increased 1500 per 
cent during the past 25 years. It is 
difficult to explain this increase on 
the basis of longevity, increased 
population, and errors in pathologic 
interpretation 25 years ago. The 
tause remains unknown, although 
excessive cigarette smoking over 
long periods of time has come under 
suspicion as a probable factor of 
importance. 

This study is based on evaluation 
of 419 cases with carcinoma of the 
lung observed by me in the past 15 
years. It illustrates the poor results 
accomplished by surgical treatment; 


June, 1954 


Richmond, Virginia 


the primary purpose is to offer some 
suggestions toward improving these 
results. 

Cancer of the lung (as is true of 
all cancer) is being diagnosed too 
late. One-half of these patients’ can- 
cers were inoperable at the time of 
diagnosis. (Table 1). Although 140 
patients were subjected to pulmon- 
ary resection, all too frequently the 
resection was palliative only. Late- 
teness of diagnosis is more acutely 
illustrated by the various methods 
used in confirming the presence of 
lung cancer. In 30 per cent of the 
cases, tissue was obtained for micro- 
scopic examination by methods 
which indicated hopelessly ad- 
vanced cancer. Diagnosis must be 
made by bronchoscopy, examina- 
tion of the sputum for tumor cells, 
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TABLE 1 
419 Cases of Carcinoma of Lung at Time of Diagnosis 


Obviously Inoperable 

Thoracotomy — Considered Operable 
a. Too Far Advanced for Resection 
b. Resection Feasible 


or exploratory thoracotomy for the 
individual to have any chance of 
cure (Table 2). Diagnostic facilities 
have not been developed for identi- 
fying lung cancer in 25 per cent of 
the cases where the history, physical 
examination, and roentgenographic 
findings permit this presumptive 
diagnosis: so recourse must be made 
to exploratory thoracotomy. Diag- 
nosis by study of the sputum for 
tumor cells is as reliable as bron- 
choscopy providing identification of 
the tumor cells is made by an ex- 
pert in cytology. In this group of 
cases the sputum was positive for 
tumor cells in 10 cases where the 
diagnosis could not be arrived at 
by bronchoscopy; however, the spu- 
tum was positive in many cases in 
which the lesion could be visualized 
and tissue for biopsy obtained 
through the bronchoscope. 

Fifty patients are still living fol- 
lowing pulmonary resection, while 
66 have died since hospital dis- 
charge, presumably of their disease 


CASES PER CENT 


— 


(Table 3). This emphasizes the ad- § 
vanced stage of carcinoma even in 


those patients who were subjected fin 
to pulmonary resection; however, fbi 


many resections were carried out for 
palliatiation only. Clarification of the § 
results of treatment of lung cancer 
can only be established in future} 
reports by clearly recording the 
number of cases in which cure was 
obviously impossible, and resection 
was done for palliation. 

The present-day management of 


carcinoma of the lung may be sum. fit 


marized as follows: 

Two out of 4 patients will be ob- 
viously incurable by operation at 
the time of diagnosis. One of the 2 
remaining patients at thoracotomy 
will prove to have cancer too far 
advanced for resection. The remain- 
ing patients cancer will be resect- 
able but in this group the disease in 


50 per cent will have extended be- fh 


yond the lung and so have a grave fh 
prognosis. Only 12 per cent of those — 
seen today with symptomatic lung 


TABLE 2 
Methods of Diagnosis of 419 Cases 
Carcinoma of the Lung 


Bronchoscopy 

Thoracotomy - Exploratory 
Cytologic Examination of Sputum 
Biopsy Lymph Node 

Biopsy Chest Wall 


Craniotomy - Unsuspected Brain Metastasis 


Punch or Aspiration Biopsy 

Tumor Cells Pleural Effusion 

Biopsy Wall Peripheral Lung Abscess 
Thoracoscopy (Biopsy) 
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nce: have a good chance of living 
years. Survival without recur- 
ce of 25 per cent of those in this 
ries operated upon 5 years or more 
b) cannot be considered a crown- 
ig success but offers a stimulus to 
proving the results of surgerical 
movals the only known treatment 
br lung cancer (Table 4). 

Surgical treatment has advanced 
om radical dissection of the med- 
tinum to a point where the chest 
all and even portions of the most 
ital structures are removed in 
opes of circumventing far-advanced 
ions. I see little hope for improv- 
ig results by extending the scope of 
rgery. The only hope of improv- 
lg results lies in the earlier diag- 
osis of lung cancer, and to this end 
he entire profession must contrib- 
- Ble. 

Diagnostic errors and delays are 
iefly responsible for the lateness 
) the treatment of lung cancer. De- 
ty in diagnosis can be attributed to 
e physician’s failure to consider 
likely presence of carcinoma of 
e lung in those patients who pre- 
ent a typical pulmonary complaints 
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TABLE 3 
Results of Resection of 140 Cases 
Carcinoma of Lung 
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TABLE 4 
Survival Period of 50 
Patients Living and Well 
Following Resection for Lung Cancer 
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23% those resected 5 years or more ago living and well 
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or abnormal findings in the chest 
film, and too often to erroneous 
diagnosis even in the presence of 
very suggestive pulmonary symp- 
toms. In this group of patients 
symptoms were present for an aver- 
age period of six months before the 
establishment of a pathologic diag- 
nosis. Many of these patients wait 
two to three months before seeking 
medical advice. If associated infec- 
tion exists, the physician further de- 
lays while giving antibotics, which 
frequently control the infection 
which is secondary, and patient and 
doctor are lulled into a false sense 
of security. Treatment is often er- 
roneously directed to pleurisy, in- 
fluenza, tuberculosis, virus pneu- 
monia, even intercostal neuralgia. In 
5 cases metastasis to the brain so 
overshadowed other symptoms that 
a craniotomy was performed for a 
primary brain tumor. In the quies- 
cent or asymptomatic lesion, the po- 
licy of “wait and see” is apt to be 
adopted and many valuable months 
are lost while waiting for the de- 
velopment of symptoms or a change 
in the roentgenogram, at which time 
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TABLE 1 
419 Cases of Carcinoma of Lung at Time of Diagnosis 


Obviously Inoperable 

Thoracotomy — Considered Operable 
a. Too Far Advanced for Resection 
b. Resection Feasible 


or exploratory thoracotomy for the 
individual to have any chance of 
cure (Table 2). Diagnostic facilities 
have not been developed for identi- 
fying lung cancer in 25 per cent of 
the cases where the history, physical 
examination, and roentgenographic 
findings permit this presumptive 
diagnosis; so recourse must be made 
to exploratory thoracotomy. Diag- 
nosis by study of the sputum for 
tumor cells is as reliable as bron- 
choscopy providing identification of 
the tumor cells is made by an ex- 
pert in cytology. In this group of 
cases the sputum was positive for 
tumor cells in 10 cases where the 
diagnosis could not be arrived at 
by bronchoscopy; however, the spu- 
tum was positive in many cases in 
which the lesion could be visualized 
and tissue for biopsy obtained 
through the bronchoscope. 

Fifty patients are still living fol- 
lowing pulmonary resection, while 
66 have died since hospital dis- 
charge, presumably of their disease 


CASES PER CENT 


47.5 
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(Table 3). This emphasizes the ad- 
vanced stage of carcinoma even in 
those patients who were subjected 
to pulmonary resection; however, 
many resections were carried oui for 
palliatiation only. Clarification of the 
results of treatment of lung cancer 
can only be established in future 
reports by clearly recording the 
number of cases in which cure was 
obviously impossible, and resection 
was done for palliation. 

The present-day management of 
carcinoma of the lung may be sum- 
marized as follows: 

Two out of 4 patients will be ob- 
viously incurable by operation at 
the time of diagnosis. One of the 2 
remaining patients at thoracotomy 
will prove to have cancer too far 
advanced for resection. The remain- 
ing patients cancer will be resect- 
able but in this group the disease in 
50 per cent will have extended be- 
yond the lung and so have a grave 
prognosis. Only 12 per cent of those 
seen today with symptomatic lung 


TABLE 2 
Methods of Diagnosis of 419 Cases 
Carcinoma of the Lung 


Bronchoscopy 

Thoracotomy - Exploratory 
Cytologic Examination of Sputum 
Biopsy Lymph Node 

Biopsy Chest Wall 


PER CENT 
42.5 
25.3 

2.4 


CASES 


Craniotomy - Unsuspected Brain Metastasis 


Punch or Aspiration Biopsy 

Tumor Cells Pleural Effusion 

Biopsy Wall Peripheral Lung Abscess 
Thoracoscopy (Biopsy) 
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TABLE 3 
Results of Resection of 140 Cases 
Carcinoma of Lung 


ence: have a good chance of living 
j years. Survival without recur- 
rence of 25 per cent of those in this 
series operated upon 5 years or more 
ago cannot be considered a crown- 
ing success but offers a stimulus to 
improving the results of surgerical 
removals the only known treatment 
for lung cancer (Table 4). 

Surgical treatment has advanced 
rom radical dissection of the med- 
iastinum to a point where the chest 
wall and even portions of the most 
vital structures are removed in 
hopes of circumventing far-advanced 
lesions. I see little hope for improv- 
ing results by extending the scope of 
surgery. The only hope of improv- 
ing results lies in the earlier diag- 
nosis of lung cancer, and to this end 
the entire profession must contrib- 
ute. 

Diagnostic errors and delays are 
chiefly responsible for the lateness 
in the treatment of lung cancer. De- 
lay in diagnosis can be attributed to 
the physician’s failure to consider 
the likely presence of carcinoma of 
the lung in those patients who pre- 
sent a typical pulmonary complaints 
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or abnormal findings in the chest 
film, and too often to erroneous 
diagnosis even in the presence of 
very suggestive pulmonary symp- 
toms. In this group of patients 
symptoms were present for an aver- 
age period of six months before the 
establishment of a pathologic diag- 
nosis. Many of these patients wait 
two to three months before seeking 
medical advice. If associated infec- 
tion exists, the physician further de- 
lays while giving antibotics, which 
frequently control the infection 
which is secondary, and patient and 
doctor are lulled into a false sense 
of security. Treatment is often er- 
roneously directed to pleurisy, in- 
fluenza, tuberculosis, virus pneu- 
monia, even intercostal neuralgia. In 
5 cases metastasis to the brain so 
overshadowed other symptoms that 
a craniotomy was performed for a 
primary brain tumor. In the quies- 
cent or asymptomatic lesion, the po- 
licy of “wait and see” is apt to be 
adopted and many valuable months 
are lost while waiting for the de- 
velopment of symptoms or a change 
in the roentgenogram, at which time 


TABLE 4 
Survival Period of 50 
Patients Living and Well 
Following Resection for Lung Cancer 


Under 1 Year 
l to 2 Years 


4to 5 Years 
Over 5 Years 


*25% those resected 5 years or more ago living and well 
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TABLE 5 
Clinical Manifestations 


Symptomatic - Pulmonary Complaints 


Symptoms Unrelated to Chest 
Quiescent - No Symptoms 


many will have lost their chance of 
cure. The refusal of exploratory 
thoracotomy delays treatment of a 
few patients, but a larger number 
with hopelessly advanced lung can- 
cer have only a short history of pul- 
monary symptoms at the time of 
the first medical consultation and 
we are unable to do anything for 
them. 

The possibility for improvement 
in diagnosis rests not only with the 
physician but also the public. Edu- 
cational campaigns should be direc- 
ted to the public informing them of 
the symptoms of lung cancer as well 
as advising them of the methods 
used in the pursuit of a diagnosis. 
This would stimulate all physicians 
to evaluate more carefully the pa- 
tient’s symptomatic pulmonary com- 
plaints. When the populace becomes 
as alert to pulmonary symptoms 
suggesting lung cancer as they are 
to the presence of a lump in the 
breast, we may expect earlier diag- 
nosis and significant improvement 
in treatment. 

Additional efforts must be exert- 
ed by the medical profession to es- 
tablish a diagnosis of lung cancer 
early. Suspicious lesions of the lung 
should be viewed with grave con- 
cern and the patient must be sub- 
jected to all available diagnostic 
techniques until it can be stated 


positively that cancer of the lung 
does not exist. Exploratory thoracp 
tomy should be promptly resortegf’ 
to in those cases in which the roent 
genogram shows shadows suggestivg 
of lung cancer even in the absenc@t 
of pulmonary symptoms. Tubercy 
losis mass-survey studies have disff 
covered a number of obvious case 
of carcinoma of the lung, and othe 
with suspicious features. The latte 
must be handled even more exp 
ditiously than the former group }y 
the referring physician. 

The protean behavior of lung ca 
cer requires physicians to be famil 
iar with all its clinical manifestatio 
(Table 5). Victims of lung cance 
may be divided into three clinicd 
groups. The great majority—90 pa 
cent—will exhibit pulmonary symp 
toms as the initial complaint. Leg 
than 4 per cent are discovered in th 
asymptomatic stage by routine ches 
x-ray or by mass survey studies! 
Ten per cent of lung cancer caus 
no symptoms referable to the ches 


and most of these will have hopef | 


lessly advanced lung cancer by th 
time the extra-pulmonary sympto 

are properly interpreted. Arthralgigf 
and painful extremities plus x-ra 
evidence of elevation and thickenin 
of the periosteum of the shafts off 
the long bones should suggest can 
cer of the lung even in the absenc 


TABLE 6 
Symptoms Unrelated to Chest 
31 Cases of Carcinoma of Lung 


Brain Tumor 

Arthritis 

Gastrointestinal Symptoms 
Shoulder Pain (Brachial Plexus) 
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TABLE 7 
Prognostic Significance of Symptoms in Lung Cancer 


Survival 
6 mos. to 15 yrs. 
11 


Number 
Cases 
symptomatic .... 13 
ymptomatic ....406 


Resected 
13 
127 


pulmonary symptoms (Table 6). 
e pain and tenderness in the 
pints disappear with resection of 
he lung cancer, but usually the di- 
pase has spread beyond the con- 
es of the lung and the symptoms 
cur. Symptoms of brain tumor, 
orner’s syndrome, or symptoms of 
eneralized metastatic tumor may 
ll occur in lung cancer without pul- 
honary Symptoms. 

Primary cancer of the lung may 
kist for months and occasionally 
br years before it produces pul- 


amilponary symptoms. The lung is near- 


y transparent to x-ray and even 
small solid tumor stands out in 
arp contrast to the radiolucent 
ng. This has enabled the roent- 
nologist to detect cancer in its 


@encer May appear as a round shad- 
win the periphery of the lung, or, 
nen situated more centrally, the 
ppearance may be that of segmen- 
wml atelectasis characterized by an 
@ea of increased density. Our means 
t identifying cancer in its early 
ages are mainly more frequent and 
ore widespread adult chest x-rays. 
e€ asymptomatic lung cancer is 
e most favorable for treatment. 
ame have found all of them resect- 
@le and in 12 of the 13 cases herein 


ands out in marked contrast to the 
ls cases of symptomatic cancer of 
elung where only 31 per cent were 
ksectable and 88 per cent showed 
xtension to either the mediastinal 
mph nodes or beyond the lung 
able 7). Our ability to save only 


ne, 1954 


Confined to 
Lung 
12 


33 39 


3 patients in a group of 13 with si- 
lent cancer of the lung who were 
observed for an average of 24 
months before referral to a surgeon 
illustrates the danger of observing 
such lesions until they develop 
sypmtoms or show changes on the 
roentgenogram (Table 8). 

Physicians as a rule are well ac- 
quainted with the pulmonary com- 
plaints of symptomatic lung can- 
cer, but in too many cases symp- 
toms come too late. It is essential to 
be aware of the early symptoms and 
to maintain a high degree of suspi- 
cion of cancer in those cases which 
present atypical pulmonary com- 
plants or abnormal findings in the 
chest film. A review of the salient 
features of the predominant symp- 
tomatic pulmonary complaints in 
lung cancer may help in awakening 
a renewed interest in diagnosis 
(Table 9). 

Cough, pain, hemoptysis, wheeze, 
shortness of breath and weight loss 
were the six most common com- 
plaints in the group of patients here- 
in reported. Eighty-three per cent 
exhibited cough or a change in the 
cough habit as the initial symptom. 
The cough of lung cancer has no 
peculiar characteristics, but the de- 
velopment of a cough in a person of 
middle-age who has _ previously 
smoked without a cough should be 
regarded with suspicion. Of equal 
importance is a change in the cough 
habit. The initial cough is likely to 
be dry and expulsive efforts are in- 
effective. Eventually the cough be- 
comes paroxysmal, frequently with 
a purulent sputum, indicating asso- 
ciated pulmonary infection. 
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TABLE 8 
Fate of 13 Silent Lung Carcinomas Observed 
For Average 24 months Before 
Referral to Surgery 


Remained Asymptomatic 
1. Resected 
a. Operative Deaths 


b. Survival 6 months to 36 months 
Developed Symptoms or Showed X-ray Changes 


1. Inoperable 
2. Resected 
a. Operative Deaths 
b. Survival — 24 months 


Pain or chest discomfort was pre- 
sent in 250 cases, from a heavy 
feeling in the chest to severe and 
intractable pain from osseous or 
brachial-plexus extension of the can- 
cer. The pain may be fleeting in 
character but it shows a tendency 
to persist and recur. It may lead to 
a diagnosis of pleurisy, and such is 
a likely explanation for the pain; 
however, the possibility of cancer 
cannot be dismissed in patients over 
40 years of age with this symptom, 
after a cursory examination. 

Hemoptysis indicates ulceration of 
the tumor or bronchial mucosa, so 
is not an early symptom. It was pre- 
sent in 184 cases (43.9%), and dis- 
turbed the patient more than any 
other symptom. Massive pulmonary 
hemorrhage is extremely rare until 
late in the disease, the usual find- 
ing being blood-streaked sputum. 
This symptom alone is indicative of 
cancer of the lung until proved oth- 
erwise. 


A wheeze is frequently considered 
asthmatic by patient and physician! 
Development of asthma late in lif 
is not as common as cancer of the 
lung. The wheeze may be general 
ized or localized to either side of the 
chest, or it may be referred to a sub 
sternal location. The existence of ; 
unilateral wheeze over the chest i 
a middle-aged person is strong pre 
sumptive evidence of lung cancer. 

Shortness of breath was present i 
156 cases (37.2%). It seemed to par 
allel the extent of interference wi 
lung volume. Pleural effusion, loba 
atelectasis, associated infection, and 
paralysis of the diaphragm are fac- 
tors leading to dyspnea. Some pz 
tents complain of tightness in the 
chest or inability to take a deep 
breath. Weight loss was noted in 
115 cases (27.4%). Tenderness to 
palpation over the thoracic cage was 
present in 45 cases and 12 of these 
showed invasion of the ribs by can- 
cer. 


TABLE 9 
Symptomatology in 419 Cases 


Hemoptysis 

Dyspnea 

Weight Loss 

Wheeze 

Tenderness (Palpation) 
Symptoms Unrelated to Chest 
No Symptoms 
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improve 


capillar 
i. 


capillary fragility 


capillary hemorrhage 


vascular accidents 


CP 


(CITRUS FLAVONOID 
COMPOUND 
WITH VITAMIN C) 


Five years of laboratory and clinical investi- 
gations establish the complete safety and value 
of C.V. P. in increasing capillary resistance and 
reducing abnormal bleeding due to capillary 
fragility. 


C.V. P. provides natural bio-flavonoids (whole 
natural vitamin P complex) derived from citrus 
sources—potentiated by vitamin C—which act 
synergistically to thicken the intercellular 
ground substance (cement) of capillary walls, 
decrease permeability...and thus increase 
capillary resistance. 


each C.V.P. capsule provides: 
Citrus Flavonoid Compound* 100 mg. 
Ascorbic Acid (C) 100 mg. 


“(water soluble whole natural vitamin “P” 
complex, more active than insoluble rutin 
or hesperidin) 


Professional samples and literature 
on request 


may protect against abnormal bleeding 
and vascular accidents in... 


« hypertension 

* retinal hemorrhage 

¢ diabetes 

* radiation injury 

* purpura 

* tuberculous bleeding 


“Many instances of hemorrhage and 
thrombosis in the heart and brain 
may be avoided if adequate amounts 
of vitamin P and C are provided.” 


bottles of 100, 
500 and 1000 
capsules 


u. s. vitamin corporation. 


Casimir Funk Laboratories, Inc. (affiliete) 
250 East 43rd Street, New York 17, N.Y.) 








CONCLUSIONS: 


1. An evaluation of 419 consecu- 
tive cases of cancer of the lung em- 
phasizes the need for the establish- 
ment of an earlier diagnosis. Three 
out of 4 patients are hopelessly ad- 
vanced at the time of referral to 
the surgeon. 


2. Diagnostic errors and delays, 
the insiduous nature of the disease, 
and lack of information on the part 
of the public are chiefly responsible 
for the lateness in diagnosis and 
treatment. 


Pediatric Emergencies 


Poisons account for 5% of fatal 
home accidents, % of these in 
children under 5 years. Cleaning so- 
lutions, aspirin, feosol tablets, vita- 
mins in excess, all are dangerous 
poisons. Lead paints must never be 
used on cribs, window sills or toys 
for fear of lead poisoning. Crayons 
may, when eaten, cause analine poi- 
soning. Yard dirt may cause ascar- 
iasis or liver damage with eosino- 
philia due to migrating larvae of 
canine ascaris. In the garage poison- 
ous sprays and plant foods may be 
found. 

Make the child vomit, finger down 
his throat; or 1 or 2 tablespoons of 
salt dissolved in a glass of warm wa- 
ter. After vomiting give milk and 
take child to nearest doctor or hos- 
pital. Take with you the bottle or 
box from which he obtained the poi- 
son. 

A good universal antidote for poi- 
sons is 2 parts pulverized charcoal, 
1 part magnesium oxide and 1 part 


& 
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3. The more effective control ¢ 
lung cancer rests not only with the 
physician but also the public. Edy. 
cational campaigns should be dir. 
ected to the people informing then 
of the symptoms of lung cancer anj 
advising of the methods used in the 












































of its possible presence in those pa. 
tients who present atypical pulmon- 
ary complaints or show abnormd 
changes in the roentgenogram. 




















tannic acid—1 teaspoon of this mix- 
ture in a cup of lukewarm water is 
recommended. Home equivalent of 
the universal antidote burned toast 
2 parts, milk of magnesia 1 part and 
strong tea 1 part. No antidote is as 
effective as the immediate emptying 
of stomach contents, which should 
be done if at all possible. Syrup of 
ipecac 1 teaspoon, is effective. 
Vomiting should not be produced 
in poisonings by lye and _ strong 
acids. Gastric lavage should be car- 
ried out in all cases of poisonings 
except those caused by strong alka- 
lis or acids in which there might 
be danger of perforation, whether 
or not vomiting has occurred. 
There can be no charge of mis- 
handling or neglect if the child is 
in the hospital and since many of 
the signs and symptoms of various 
poisons appear late, observation is 
much more satisfactory in the hos- 
pital. 
S. G. Gellis, Missouri Med., 50: 837-840, 1953. 
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ORIGINAL ARTICLES 


Perineal Comfort After Surgery or Delivery 


An adequate perineal dissection 
and repair is usually the cause of much 
post-operative discomfort 


A. P. HUDGINS, M.D., Charleston, West Virginia 


The importance of adequate peri- 
neal repair is being increasingly 
emphasized. Douglas! advises imme- 
diate post delivery repair of a 
previously relaxed perineum. His 
enthusiasm is increasing. He com- 
mented, “My one regret is that I 
did not begin the practice at an 
earlier date.” 

The routine episiotomy at the time 
of delivery is being accepted as a 
standard procedure and good prac- 
tie. When there is relaxation of 
the perineal structures, correction 
of this means much to the comfort 
of the patient. 

Rubin? has brought out the rela- 
tion between the levator ani muscles 
and the adequate support of the pel- 
vic organs. 
|. Douglas, L. H.: J.A.M.A. 150: 1061, 1953. 


. Rubin, L.: Scientific Display, A.M.A., New York 
City, 1953. 
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What, then, are the indications for 
a perineal repair? (1) A good tone 
to the vaginal structures is an im- 
portant factor in marital adjustment 
and (2) frequently adds to the com- 
fort of the patient by correcting per- 
ineal and pelvic “pressure” (“drop- 
ped out” feeling), (3) often corrects 
vague pelvic pain, and (4) defi- 
nitely helps in maintenance or after 
care of a healthy cervix after de- 
livery. 
CONVALESCENCE 


An adequate perineal dissection 
and repair usually causes much 
post-operative discomfort. This is an 
important factor in physical and 
psychological convalescence of the 
patient. Food intake, adequate elim- 
ination, rest and other factors in 
recovery are affected. 
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The wise physician can well take 
a lesson from the veterinarian who, 
years ago, learned the importance of 
comfort in lactation. Helping the 
new mother to relax, rest well and 
be free of tension is a big step in 
helping her to make her adjustment 
and nurse her baby. 


RELIEF OF PAIN 


Two suggestions for the relief of 
the pain in the perineal area are to 
be presented in this discussion: 

The topical anesthetic* (benzo- 
caine 4.5%, menthol 0.5%, phenol 
1.75% and ephedrine alkloids 0.125% 
in an oil base) in new aerosol spray 
can be applied over the _peri- 
neal and rectal area every one to 
three hours. It is easily and quickly 
applied, is effective—and covers a 
larger area. The entire vulva and 
rectal area is softened and soothed 
by the oily base in addition to the 
anesthetic effect of the medication. 

An additional beneficial effect 
comes from the rectal insertion of 
the benzocaine-menthol and ephed- 
rine alkaloid preparation. 

Usually, the chief discomfort is 
centered about the rectal sphincter. 
The insertion of additional medica- 
tion in this area gives concentration 
of anesthetic where it is most need- 
ed. Furthermore, the thin rectal mu- 
cosa lends itself to more effective 
penetration and nerve fibre contact. 

Previously, when the rectal appli- 
cation was used alone, many inter- 
esting observations were reported by 
the patients. Vaginal discomfort was 
minimized and, more surprising, dis- 
comfort from uterine contractions 
(after pains) were greatly relieved. 

This has been reported with such 
uniformity that it is interesting to 
speculate on the anatomy and physi- 
ology involved. Perhaps the distri- 
bution of the nerve fibres from the 


lumbar presacral plexus to the ut- 


* Rectalgan: Mallon Division—Doho Chemical Corp., 
New York, New York, 
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erus, rectum and perineum is the 
explanation. 

The outstanding results with the 
benzocaine - menthol - phenol. 
ephedrine preparation reported by 
most patients, and the occasional 
poor results, suggested the possibil- 
ity of a technical problem rather 
than one of medicinal effectiveness. 























TECHNIQUE OF ADMINISTRATION 








On checking the patients, it was 
found that several apparently minor 
details were important for success- 
ful use: 

1. Self-administration—that is, in- 
sertion by the patient herself 
into rectum. 

2. Filling the applicator to capacity 

3. Insertion of the tip well within 
the sphincter 

4. Holding bulb wp—squeeze—and 
remove before releasing bulb 

5. The use of the contents of 2 ap- 
plicators at each treatment is 
frequently much more effective. 









































KNEE-CHEST POSITION 





In helping the patient to accom- 
plish this, the knee-chest position 
was found to be more fool-proof 
against several of the possible er- 
rors. Chiefly, the bulb is invariably 
held up when applied in the knee- 
chest position. This means complete 
emptying of the medication within 
the rectal lumen. 

The patients taking the medica- 
tion in the knee-chest position re- 
ported some relief from the position 
alone. This is understandable, since 
this position is a time-honored proce- 
dure in obstetrics, for promoting 
uterine involution and maintaining 
the uterus in the proper anterior 
position. It has, however, not been 
so frequently used since early am- 
bulation became so widely practiced. 

The knee-chest position is recog- 
nized as an effective palliative pro- 
cedure in certain rectal conditions, 
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CHEMICAL CAUTERIZATION OF 
CERVICAL EROSIONS and ENDOCERVICITIS 


BA-CC UNIT KAHLENBERG 


Bichloracetic Acid - Cervical Cauterization Unit 


Chemical cauterization of the cervix uteri gives better results with less discomfort, 
less post-cauteral discharge, less malodor, less scar tissue, less expense, less effort, 
fewer follow ups and less time for healing. The method is less drastic than thermo- 
cauterization yet entirely adequate for most cases. The BA-CC Unit contains all 
necessary accessories including easy to follow directions. The only supplementary 
equipment needed is your vaginal speculum. The BA-CC Unit also offers ideal 
follow-up treatment after partially successful electrocauterizations. 


Physicians Prices, Postpaid 
One Unit $1.95 Six Units $9.50 Twelve Units $17.50 
Write for Free Sample 


KAHLENBERG LABORATORIES SARASOTA, FLORIDA 





chiefly hemorrhoids and prolapsed 
mucosa. Replacing is simplified and 
the throbbing discomfort is reduced. 
Since rectal pathology frequently 
complicates perineal surgery, in- 
structions to lubricate and replace 
hemorrhoids (if present) reduces 
discomfort. 

The position for 10 or 15 minutes 
every few hours has been found to 
ease the full, throbbing pain after 
perineal sutures—apparently by de- 
congesting the swollen rectal and 
perineal vessels. It certainly is an 
aid in rectal administration of the 
medication. 

The writer has found these two 
methods helpful when used either 
independently or with the other 
methods previously described: 

1. Subcuticular sutures for skin 

closure. 

2. Rectal dilator during repair to 
avoid invasion of rectum in su- 
turing deep structures. 

3. Prompt correction of rectal path- 
ology (fecal mass or thrombo- 
tic hemorrhoids). 


4, Sitz bath for postoperative care 
in obstetrics and gynecology. 


5. Catheterization for an unsus- 
pected urinary retention. 


6. Intravaginal and antiseptic prep- 
arations used regularly after re- 
pair. 


SUMMARY: 


1. The topical anesthesia (benzo- 
caine 4.5%, menthol 0.5%, phenol 
1.75% and ephedrine  alkoloid 
0.125% in oil base) sprayed over the 
perineum and rectal areas every 
1 to 3 hours as needed gives relief 
from post-operative pain following 
obstetrical or gynecological repair 


2. The application by spray is eas- 
ily and quickly made. It is efficient 
and effective—and it facilitates the 
rectal insertion by the patient. 


3. Knee-chest position is used to 
facilitate the rectal insertion of the 
topical anesthesia and is in itself a 
help in reducing pain by decongest- 
ing the area. 
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Hemorrhagic Conditions in the 
First Trimester of Pregnancy 


Threatened abortion is best treat- 
ed by bed rest, Diethylstilbesterol in 
20 mgm. daily doses, increasing to 
40 and then to 100 mgms. per day, 
and Progesterone in 100 mgm. doses 
daily, IM. 

If vaginal bleeding continues, the 
cervix should be inspected. If the 
bleeding is from a pathological cer- 
vix, a cervical biopsy should be 
done. 

If the cervix is found to be dilated 


452 


with the ovum presenting, abortion 
is inevitable, and a decision should 
be made as to how soon active inter- 
vention should be undertaken. Pro- 
fuse hemorrhage is indication for 
cervical dilation and curettage with 
blood replacement. 


If the hemorrhage is not profuse 
some patients will abort spontane- 
ously and completely. 


D. L. Smith, Jour. Indiana State Med. Asso. 46: 
1149, 1953. 


CLINICAL MEDICINE 





CASE REPORT 


Massachusetts General Hospital Case Record 


A 40 year old executive admitted to hospital 
because a mediastinal mass was discovered in a survey 
chest photofluorogram 2 weeks previously 


Dr. L. W. Kane: This man had 
a long history of being below par; 
13 years before admission, because 
of recurrent abdominal pains and 
fever, an appendectomy was _ per- 
formed; 9 months later, when the 
fever recurred and calcification was 
noted in the abdomen on x-ray ex- 
amination, a diagnosis of tubercu- 
lous mesenteric adenitis was sus- 
pected. At that time x-rays of the 
chest were normal. 9 years before 
admission, when he was 31 years 
of age, a fluoroscopy performed as a 
part of the routine examination 
showed a mass along the arch of the 
aorta, and the next year the mass 
was again seen. He consulted his 
physician then because of fatigue, 
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cough and a slight fever. Two weeks 
before admission x-ray films of the 
chest demonstrated the same mass; 
on admission the main findings were 
anemia, elevation of the S.R., fever 
and leukocytosis. 


In the diagnosis of mediastinal 
masses, the most important aid is 
to determine in what part of the 
mediastinum the mass is located. I 
might start by seeing the x-ray films. 


Dr. Jos. Hanelin: The medias- 
tinum is widened toward the left 
and has a somewhat lobulated con- 
tour superiorly. The mass is situated 
anteriorly, and is closely attached 
to the great vessels and anterior 
surface of the heart. The lungs are 
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clear. There probably is no increase 
in the transverse measurement of 
the heart, and there is nothing to in- 
dicate asymmetrical chamber en- 
largement. To determine the exact 
relation of the density to the great 
vessels and the heart an angiocardio- 
gram was done, demonstrating that 
it is separate from these structures. 

Dr. K.: Is the mass cystic? 

Dr. H.: It is impossible for us to 
determine wholly on the basis of 
configuration whether a mass is cys- 
tic or not. Generally, a fluid-filled 
cyst tends to be spherical, but it may 
have a lobulated contour. The con- 
figuration of this mass favors a solid 
tumor. 

Dr. Helen Pittman: Would the 
Valsalva maneuver be helpful? 

Dr. H.: The Valsalva maneuver 
may be difficult to evaluate. If the 
tumor is an aneurysm it should di- 
minish in size wih the effect; how- 
ever, a very vascular tumor might 
similarly show some reduction in its 
mass. 

Dr. K.: Is there calcification with- 

in the mass? 

“Dr. H.: No; the mass is homoge- 
neous. 

Dr. K.: Do you know whether it 
moved with swallowing? 

Dr. H.: There is no mention of it 
in the record; I did not examine the 
patient. It was noted to pulsate syn- 
chronously with the great vessels 
adjacent; however, it is not usually 
possible to differentiate intrinsic 
from transmitted pulsations. These 
angiograms, which were made every 
%4 second by a rapid serial process, 
demonstrate the filling of the super- 
or vena cava, r. atrium, r. ventricle 
and r. and 1. branches of the pul- 
monary artery. On the film in which 
the pulmonary artery is very well 
filled the density is separate from 
these structures; when the 1. ven- 
tricle and atrium are filled, the mass 
is also shown to be distinct from 
them. 


454 


Dr. K.: Anteriorly situated? 


Dr. H.: That is correct; and more 
to the left. I think we can be quite 
sure of its position in the anterior 
mediastinum. It lies close to the 
vessels and pericardium; I cannot 
define its posterior margin. It is de- 
finitely removed from the carina. 


Dr. K.: The mass is in the anter- 
ior mediastinum and apparently not 
related to the vascular structures of 
the mediastinum. On that basis I 
can eliminate the tumors of neuro- 
genic origin. The most common tuv- 
mors in the anterior mediastinum 
are the dermoid cysts and terato- 
mas; at times they project into the 
thorax on the 1. or r. side as the 
mass seen in these x-ray films does, 
These tumors remain for many years 
in a latent state and then increase 
in size at the time of adolescence or 
early adult life, when they may 
cause pressure symptoms such as 
cough, pain in the chest and en- 
gorgement of the venous return from 
the head. In the majority of cases 
the tumors are discovered between 
the ages of 20 and 30. If infection oc- 
curs within them, some of the symp- 
toms and signs that this man had 
can be produced — the anemia, fe- 
ver, elevation of the S.R. and leuko- 
cytosis. It is impossible to be cer- 
tain that we are dealing with a tera- 
toma as opposed to a dermoid, be- 
cause in certain cases an overlap oc- 
curs even histologically. I believe, 
entirely on the basis of its being the 
most common tumor in the anterior 
mediastinum, that the diagnosis in 
this case is a dermoid cyst or a tera- 
toma. In the absence of any teeth or 
bone visible in the x-ray films, how- 
ever, I cannot be certain of this. 


Other possibilities that should be 
discussed: thymoma — 75% of the 
cases are associated with myasthenia 
gravis, and in its absence I am un- 
able to make a diagnosis of thy- 
moma. 
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IN URINARY TRACT INFECTIONS 


Higher and more pro- 
longed blood levels than 
with other sulfonamide 
preparations, single or in 
combination. 


Superior tissue distribu- 
tion, owing to higher sul- 
fonamide blood levels. 
Cecil says, “*. . . infection 
is in tissues and not in 
the lumen of the urinary 
passages.” 


ff 


Antibacterial action— 
particularly effective 
against E. coli. 


Greater solubility in acid 
urine—With pH below 6 
—common in infection— 
SULFOSE and its acetyl- 
ated fractions give greater 
solubility than the single 
sulfonamides — sulfisoxa- 
zole and sulfadimetine. 


References available 


> VU LFO Ss E* 


TRIPLE SULFONAMIDES, WYETH 
SUSPENSION TABLETS 
Supp.ieD: Suspension SULFoseE: Bottles of 1 pint 
Tablets SULFosE: Bottles of 100 and 1000 
Each teaspoonful (5 cc.) of Suspension and each Tablet 
© contains 0.167 Gm. each of sulfadiazine, sulfamerazine, and 
PHILADELPHIA 2, PA. sulfamethazine. 





A tuberculoma. I am told that a 
diagnosis of tuberculous mesenteric 
adenitis had been suspected, and the 
patient received streptomycin be- 
fore operation. Tuberculoma of the 
mediastinum is a rare condition. Up 
to 1951 only 14 cases had been re- 
ported; 10 of these in patients below 
the age of 20. 

Hodgkin’s lymphoma limited to 
the superior anterior mediastinum 
is uncommon. In this case there was 
no peripheral lymphadenopathy. 

A bronchogenic cyst may appear 
as a solid mass in the mediastinum 
— and it may, of course, become in- 
fected. 

I base the diagnosis of teratoma 
or dermoid cyst almost entirely on 
the fact that these are the most fre- 
quent tumors in the anterior media- 
stinum. 

Clinical diagnosis: Mediastinal tu- 
berculosis. 

Dr. Lewis W. Kane’s Diagnosis: 
Dermoid cyst or teratoma of media- 
stinum. 

Anatomical Diagnosis: Hyper- 
plasia of mediastinal lymph nodes. 

Dr. Castleman: At operation a 
large mass was found just to the 1. 
of the midline that lay over, but 
was not adherent to, the 1. pulmon- 
ary artery and |. side of the heart. 
Along with this mass was a large 
group of hypertrophied lymph 
nodes. The mass and the nodes were 
excised en bloc. When sectioned 
both the large mass and the satellite 


Effect of Emulsifiers on 
Fat Absorption 


Addition of an emulsifying agent 
to the diet of 12 healthy medical 
students did not cause any signifi- 
cant alteration in the chylomicro- 
graphic curves of these individuals. 
Furthermore, the addition of “tween 
80” or glyceryl mono-oleate as a 6 
per cent supplement to a standard 
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nodes had the soft, pink appearance 
of lymph nodes, and this was con- 
firmed on microscopical examina- 
tion. They were composed of lymph- 
phoid tissue, hyperplastic to be sure, 
with many germinal centers sur- 
rounded by mature lymphocyies. 
Many of these germinal centers con- 
tained hyalinized foci, which were 
not the Hassall corpuscles found in 
thymic tissue. There were many 
plasma cells scattered through the 
lymphoid tissue, another bit of evi- 
dence that these were inflamma- 
tory or reactive lymph nodes, simi- 
lar to hyperplastic nodes seen in 
other parts of the body. It is cer- 
tainly unusual that these nodes re- 
mained so large for so long a time. 

Dr. Chapman: This is a new di- 
sease, syndrome that you are pre- 
senting to us! 

Dr. Castleman: Some of these 
cases have been shown to a number 
of pathologists, who are experts on 
lymph nodes, and they all agree that 
they are hyperplastic lymph nodes 
with reactive germinal centers and 
not thymomas. 

Dr. Chapman: Do you think there 
is any chance that this disease might 
recur? 

Dr. Castleman: I do not think so; 
it has not in the other cases. 

Dr. Chapman: It is now 10 months 
after the operation, and this man is } 
very well; he is playing golf and is 
working hard. 


New England Jl of Med., 250: 26, Jan. 7, 


1954. 


fat meal in rats did not significantly 
affect fat absorption, fat splitting, 
or gastric or intestinal motility. 

From these results it is concluded 
that the natural emulsifying mech- 
anism is already optimal from the 
point of view of absorption. 


H. C. Tidwell, M. E. Nagler, Gastroenterol., 23: 
470, 1953. 
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ORIGINAL ARTICLES 


Treatment of Premenstrual Tension and 
Dysmenorrhea 


Symptoms of tension, irritability and 
emotional instability is often connected 
with the menstrual cycle 





P. J. PAGANO, M.D., From the Department of Medicine, Fordham 
Hospital, New York, New York. 


Tension which precedes or accom- 
panies an otherwise normal men- 
strual flow occurs cyclically in many 
women without their awareness of 
its association with menstruation. 
An immense amount of petty dis- 
cords in everyday life may stem 
from the actions of an individual 
who suffers from this condition; in 
fact, in extreme cases, dismissal from 
occupation, divorce, and petty crime 
may result from episodes associated 
with this disturbed physiologic state 
and psychic changes related to the 
menstrual cycle. In many cases the 
relationship existing between the 
tensive state and unbalanced endo- 
crine activities is not recognized, and 
these patients are not treated, either 
because they neglect to report the 
symptoms; or the physician does not 
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believe the symptoms to be serious 
enough to warrant therapy; or he 
does not connect these symptoms of 
tension, irritability, and emotional 
instability with the menstrual cycle. 
Since these symptoms are amenable 
to therapy of a simple order, the 
physician should feel obliged to pro- 
vide relief. 


ETIOLOGY 


Among the etiologic factors are: 
High estrogen and/or progesterone 
levels as primary causes'; defective 
luteinization responsible for dys- 
menorrhea’; deficiency of vitamin B 
complex with consequent metabolic 
impairment of steroids by the liver, 
especially a decrease in “detoxifica- 
tion” of estrogens*; “menstrual tox- 
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ins”*; and “water toxemia’. 
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A combination of ethisterone (an- 
hydro-hydroxy-progesterone), thia- 
mine hydrochloride, and phenobarb- 
ital in a single tablet* has been em- 
ployed in treating five such patients. 
The ethisterone provides luteal ac- 
tion; the thiamine hydrochloride 
aids metabolism of the steroids, and 
phenobarbital provides central nerv- 
ous sedation. The patients were se- 
lected from a large group treated in 
office practice and in clinics. They 
suffered clearly from premenstrual 
tension and dysmenorrhea without 
detectable pathological findings. 


CASE HISTORIES 


Case 1. Matron, aged 27, married 
five years, no children, complained 
of severe menstrual cramps with 
mild nausea and moderate nervous 
tension during 7 to 10 days prior to 
onset of her period. Past medical and 
surgical history was non-contribu- 
tory. Menarche occurred at 12 years; 
menses irregular for the first year 
or so, and thereafter regular. Onset 
of present complaints at age of 22, 
and during the past five years symp- 
toms not relieved by many types of 
therapy, including hormones and an- 
algesics. On occasions the severity 
of the pain and tension necessitated 
absence from work. The general 
physical and pelvic examination of 
this patient revealed no abnormality. 

This patient received Surdon, 2 
tablets t.id. starting on the 14th 
day after cessation of menses and 
continuing through the first day of 
the next. No cramps were felt and 
very little’tension during the time 
of expected symptoms. During the 
corresponding days of the next 
monthly period the dosage was one 
tablet of Surdon, t.id. Again the 
results were good. Throughout the 
next two cycles, except during the 
flow period, the dosage was changed 
to one tablet of Surdon daily and 
with good results both months. The 


* Surdon,® Organon Inc., Orange, N. J. 
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patient’s comment at present is: “] 
never felt better in my life.” 


Case 2. A school girl, aged 14, 
menarche 2 years ago, menses irreg- 
ular at 4 to 6 week intervals, severe 
cramps beginning the day before 
and lasting until cessation of the 
flow. A healthy school girl except 
for this complaint. Past therapy 
consisted of sedatives and bed rest. 


This patient received two Surdon 
tablets t.id. from the 14th day of 
the cycle to the last day of the fol- 
lowing menstrual period. 


During the first month she ex- 
perienced no cramps and required 
no bed rest but was mildly appre 
hensive. The second and_ third 
months the dosage was one tablet 
of Surdon b.i.d. throughout the en- 
tire month, and she had no symp- 
toms. In the fourth month, the dos- 
age was one tablet daily starting 
the first day of the cycle, and it was 
increased to two tablets daily at the 
start of the flow. This fourth period 
also was symptom-free. 


Case 3. High School-girl, age 11, 
chief complaint abdominal cramps 
with nausea and vomiting during 
each menstrual period, so severe as 
to prevent attendance at school each 
month. She spent most of her “flow” 
days in bed, and her mother stated 
that she “threw herself all over the 
bed in her misery”. General and 
rectal examination was negative. In 
the past, she had been treated with 
sedatives and mild opiates, and on 
occasion, estrogens parenterally, all 
with very little success. Surdon 
therapy was employed, one tablet 
t.id., beginning at the time when 
symptoms were noted, and main- 
tained through the last day of flow. 
This regimen enabled her to attend 
school, but some cramps and nerv- 
ousness persisted. Therapy was then 
changed to 2 tablets, b.id., for the 
entire month. This dosage helped 
her more, and she lost no time from 
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school; but the tension persisted 
causing her to be irritable during 
her flow days. In the following two 
months, she was given one tablet 
bid. from the time of cessation of 
flow to five days prior to the ex- 
pected onset of the next flow. At 
this time, the dosage of Surdon was 
increased to two tablets t.id. until 
the cessation of flow. On this regi- 
men all symptoms of pain and ten- 
sion abated. 


Case 4. Matron, age 35, no chil- 
dren, complained of irritability, ten- 
sion, headaches, and excessive sensi- 
tivity 5 to 7 days prior to her period; 
usually disappeared with the onset 
of flow. Past medical and surgical 
history negative. This patient had 
frequently taken 5 or 6 aspirin tab- 
lets a day with very little relief. She 
had a regular 25-day cycle. 


Surdon, one tablet t.i.d., starting 
on the 15th day of her menstrual 
cycle and continuing until the first 
day of flow period, during the second 
month one Surdon tablet b.i.d., 
again starting on the 15th and con- 
tinuing through the 25th day. In the 
same manner during the third period 
under Surdon treatment, she re- 
ceived one Surdon tablet daily from 
the 15th through the 25th day; while 
in the fourth and fifth periods after 
treatment was started she was given 
one Surdon tablet twice daily from 
the 15th through the 25th day. 


During the first month no tension, 
irritability or headaches—her period 
had taken her “by surprise.” During 
the second, fourth and fifth periods, 
she had no symptoms. When the 
dosage was reduced to one Surdon 
tablet daily as reported in the third 
period, the patient complained of 
some tension and excessive sensi- 
tivity. Two tablets a day during the 
last 10 days of her cycle were effec- 
tive. 


Case 5. Single woman, aged 28, for 
past four years severe headaches on 
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the day before and lasting until the 
cessation of flow. General and rectal 
examination negative, and she did 
not seem to be apprehensive or hy- 
peremotional. Past therapy for her 
menstrual headaches consisted of 
sedatives and analgesics with very 
little relief. 


This patient received sedatives 
during the first month of treatment, 
supplemented with codeine when- 
ever the headaches occurred. During 
the next three cycles, she received 
Surdon tablets t.id. starting 3 days 
prior to the expected “headache” 
and continuing through her flow 
days; Surdon twice daily during cor- 
responding days of the second cycle 
and Surdon once daily during the 
corresponding day of the third cycle. 
The patient has been relieved com- 
pletely of the headaches usually as- 
sociated with her period, and has 
responded to Surdon therapy as the 
dosage was gradually reduced in 
succeeding cycles. There was no in- 
terference with her regular men- 
strual periods during the course of 
treatment. 


SUMMARY AND CONCLUSIONS 


1. All patients in this series se- 
lected from a large group who suf- 
fered clearly from premenstrual ten- 
sion and dysmenorrhea have had an 
excellent response to a combination 
of ethisterone, thiamine and hydro- 
chloride and phenobarbital in a sin- 
gle tablet. 


2. The pain, headache and tension 
usually occurring during 7 to 10 
days prior to onset of periods were 
completely relieved by initial ther- 
apy and it was possible to reduce 
the dosage in succeeding cycles with 
continued relief. 


3. An understanding on the part 
of these patients that a syndrome of 
tension exists during these periods, 
coupled with successful treatment of 
the more severe symptoms, brought 
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about co-operation by all the pa- 
tients and continued relief from suf- 
fering. 


4, Similar studies in the treatment 
of dysmenorrhea and premenstrual 
tension reported in the literature 
indicate a disturbed endocrine bal- 
ance especially of luteal factors, re- 
tarded steroid metabolism associated 
with increased thiamine hydrochlo- 
ride requirements, and a hypersen- 


sitivity of the central nervous system 
with fluid retention. This syndrome 
requires a combination of drugs to 
control the altered metabolic dis. 
turbances. 
. Frank, R.T.: Arch. Neurol. & Psychiat., 26:1053, 
1931. 
2. Morton, Joseph H.: 
60:343-352, 1950. 
8. Biskind, M.S. et al.: Surg. Gynec. & Obst., 78:49, 
1944 


Am.J.Obst. and Gynec, 


: Smith, O.W., G. van S. Smith.: Proc. Soc. Exper 
Biol. & Med., 59: 116, 1945. 

5. Bickers, William.: Am.J.Obst. & Gynec., 64:587, 
1952. 
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Sobering the Alcoholic Patient 


Administer 2 liters of 10% glu- 
cose in normal saline every 12 hours 
until 6 to 8 liters have been given. 
Edema would be reason to modify 
this. Brewers’ yeast, 4 tablets before 
each meal, and multivitamin cap- 
sules 2 or 3 times daily. IM injec- 
tions containing 2 units of crude 
liver extract, 50,000 units thiamin 
and 43 ampule Solu-B (5x) are giv- 
en for the first 3 days and thereaf- 
ter continued in % these amounts. 


Return of appetite and the disap- 
pearance of nausea and vomiting are 
sure signs of recovery. Small 
amounts of solid food frequently un- 
til a full diet can be tolerated. 

Phenobarbital 3 gr. by mouth, or 
hypo. if nauseated, daily for the first 
3 days. If necessary additional 2 gr. 
in the p.m. Nembutal 3 gr. superim- 
posed upon the phenobarbital effect 
gives several hours of restful sleep. 

Allow patients 1% oz. whiskey 
q 2 to 4h. the first 2 days. On 3rd 
day only before meals. Bargain with 
the patient to furnish a drink after 
he has consumed solid food. Pa- 
tients who are tremulous, perspiring 
and restless should have their ra- 
tion of whiskey. Patients who re- 
spond poorly to ordinary sedation 
or become more tremulous in spite 


of oral spirits will be greatly bene- 
fitted by alcohol IV, concentration 
not less than 30%, 150 cc. with 
smaller amounts at 4 to 6 h. inter- 
vals. 

Delirium tremens reported mor- 
tality of 15 to 50%. At the earliest 
sign of delirium ACTH 25 mg. IM 
q 6 h. Cortisone 25 mg. doses orally 
or IM q 6 h. is equally effective. 

If certain conditions contraindi- 
cate the use of these drugs in delir- 
ium tremens, next most efficacious 
therapy is the use of IV 30% alcohol 
by repeated decreasing doses as fol- 
lows: 

Initial injection 
4h. later 
8 h. later 
12 h. later 80 c.c. 
16 h. later 50 c.c. 

The initial, 3rd and 5th injections 
might well be followed by a liter of 
10% glucose in normal saline. 

The work of rehabilitation groups 
should be explained and if patient 
evinces interest, a representative 
asked to call. The physician might 
elect to give the patient Antabuse, 
and if so, the administration and 
test reaction should be accomplished 
before patient leaves hospital. 


W. R. Broz & W. E. Tupper, Northwest Med., Sept. 
953. 


130 cc. 
120 e.c. 
100 c.c. 
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ORIGINAL ARTICLES 


Treatment of Varicocele By Ligation of 
Spermatic Veins 


The surgical technique described has 
eliminated the previous high incidence of 
post-operative complications 


ROBERT A. PRICE, M.D., Phoenix, Arizona 


Many physicians are concerned 
about the varicocele problem, prob- 
ably because our textbooks lag years 
behind the advancements in therapy. 


A varicocele is an elongated, tor- 
tuous dilatation of the veins of the 
pampiniform plexus, frequently de- 
scribed as varicose veins of the 
scrotum. Its exact incidence is un- 
certain, but it is larger than most 
of us realize. Doctors doing routine 
examinations of military or indus- 
trial personnel for the first time are 
often surprised at the number of 
men showing this condition. Lewis! 
reports that in one group of 1500 
army men, 16.5% were found to 
have varicoceles; of this number, 37 
had distressing or disabling symp- 
toms, 2.5% of the total examined. 


1. Lewis, E. L., J. Urol., 63: 165-167, 1950. 
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A varicocele is usually caused by 
an anatomical quirk as the left in- 
ternal spermatic vein joins the renal 
vein at right angles. This is not usu- 
ally the case on the right side where 
the vein joins the inferior vena cava 
obliquely. Accordingly, varicocele is 
almost always found on the left. 
Some investigators believe that com- 
pression of the internal spermatic 
vein between the aorta and the or- 
igin of the superior mesenteric art- 
ery is a contributory cause.” 

It is well known by urologists that 
varicocele is often present in cases 
of renal tumor, massive hydroneph- 
rosis, or perirenal mass. In fact, in 
all cases where a varicocele has 
quickly developed, diligent search 
should be made for kidney tumors 


2. El-Sadr, A. R. and Mina, E., Urol. & Cutan. 
Review, 54: 257-262, 1950. 
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Gallbladder and ducts. 


Ampulla of Vater and sphincter of Oddi. 


Modern conception of liver cell. 
















By increasing bile secretion with Ketochol* 


and controlling sphincter of Oddi spasticity with 


® 


Pavatrine®, a free flow of bile is instituted 


with resultant symptomatic improvement. 


Conservative, Effective Medical 


Management of Gallbladder Disease 


‘ie ketocholanic acids in Ketochol 
stimulate the flow of hepatic bile and 
flush the bile ducts. Antispasmodic 
medication, as provided in Pavatrine, 
diminishes gastrointestinal irritabil- 
ity and, by relaxing the sphincter of 
Oddi, effectively reduces symptoms of 
colic. This therapeutic program offers 
rational, conservative therapy in gall- 
bladder dysfunction. 

That the four bile acids present in 
Ketochol relieve biliary stasis is even 
more definitely proved by their use in 
the diagnosis of nonvisualized gall- 
bladder. After the administration of 
Ketochol, repeat cholecystograms 
permitted! correct diagnoses. 

In conjunction with the use of 
Ketochol for its hydrocholeretic 
action and Pavatrine for its antispas- 
modic effect, it is usually recom- 
mended that proper dietary 
restriction be enforced, milk and 





cream be employed as tolerated to 
encourage gallbladder emptying, and 
mental relaxation be provided. The 
combination Pavatrine with Pheno- 
barbital is ideally suited for this latter 
purpose. This program of therapy 
serves a twofold aim: it provides cor- 
rective measures against the existing 
condition, and it counteracts the 
nervous “‘irritability”’ which is so fre- 
quently associated with gallbladder 
disease. 

The average dose of Ketochol is 
one tablet three times daily with or 
following meals. The average dose of 
Pavatrine or Pavatrine with Pheno- 
barbital is one or two tablets three or 
four times daily as needed. G. D. 
Searle & Co., Research in the Service 
of Medicine. 





1. Berg, A. M., and Hamilton, J. E.: A Method 
to Improve Roentgen Diagnosis of Biliary Dis- 
eases with Bile Acids, Surgery 32 :948 (Dec.) 1952. 








or similar pathology. In such in- 
stance, varicocele is a sign of more 
serious disease and calls for imme- 
diate attention. 


No matter what the cause may 
be, postmortem studies demonstrate 
the incompetency of the valves of 
the internal spermatic vein in almost 
all cases; therefore, we may con- 
clude that unless the valves are con- 
genitally absent or are rendered in- 
competent, varicocele will not de- 
velop. Further, all patients with 
renal tumor do not have varicocele, 
but all with incompetent valves in 
the left internal spermatic vein do 
develop this condition. 


SYMPTOMS 


Although the incidence of varico- 
cele is high in the adult male pop- 
ulation, the percentage of those hav- 
ing distressing symptoms is low. 
Symptoms caused by varicocele con- 
sist of a feeling of heaviness in the 
testicle, or a dull, drawing sensation 


in the groin and scrotum. At times 
the size of the varicocele is such that 
the weight of the mass of veins is 
so disabling as to make relief im- 
perative. In some cases, varicocele 
is associated with inguinal hernia 
and sharp, shooting inguinal pains, 
or symptoms of strangulation may 
occur. In one series* of 145 patients 
with symptomatic varicocele, 25% 
were found to have an associated 
hernia. 


At this point it is well to realize 
that the symptoms of the patient do 
not always go hand-in-hand with the 
size of the varicocele. A large vari- 
cocele may be quite symptomless, 
while small ones may disturb a mal- 
adjusted, nervous person to a very 
marked degree. In such instances, 
relief by proper treatment will be 
greatly appreciated. 





3. Lewis, W. B., Gray’s Anatomy of the Human 
Body, 23rd ed., pp 668-675. Philadelphia, 1936, 
Lea & Febiger. 

4. Javert, C. T. and Clark, R. L., S. G. & O., 79: 
644-650, 1944. 
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TREATMENT 


The vast majority of varicocele 
cases require no treatment because 
they cause no symptoms. Reassur- 
ance for the worried patient is all 
that is necessary. If, however, the 
condition is of recent development 
and yet is symptomless, the patient 
should have a complete genito-uri- 
nary investigation to rule out the 
presence of kidney pathology. Nine 
per cent of left-sided kidney tumors 
had a recent varicocele according to 
one investigator. 

In the group of patients where the 
varicocele is causing some minor dis- 
comfort, treatment by reassurance 
and possibly the wearing of a scro- 
tal suspensory is indicated. These 
measures control a majority of such 
cases. 

In those individuals experiencing 
discomfort so great that suspension 
of the scrotal sac is not adequate, 
surgery must be considered. 

Varicocelectomy: The classic vari- 
cocelectomy described in most text- 
books of surgery and urology con- 
sists of a high scrotal incision, ex- 
posure of the cord, and excision of 
about five centimeters (2 inches) of 
the dilated veins, care being taken 
to avoid damage to the artery or the 
vas deferens. The ligated ends of 
the cord are then approximated in 
order to elevate the dependent left 
testicle. Surgeons who have attempt- 
ed this procedure know that it is a 
difficult undertaking, and realize 
that damage to the vas artery is a 
mishap that is not easily avoided. 

The end results of this type of 
varicocelectomy show a high inci- 
dence of complications. Atrophy of 
the testicle, hydrocele formation, 
postoperative hemorrhage, thrombo- 
sis of the remaining veins in the 
pampiniform plexus are all encoun- 
tered. A common figure cited for 
atrophy of the testicle is 10 per cent; 
therefore, many surgeons have 
been reluctant to advise operation 
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even in disabling cases of varicocele. 











Also to be mentioned is the high 
incidence of wound infection that 
occurs with this operation. The loca- 
tion of the incision is undoubtedly 
a factor. Proper dressings to the 
scrotum are difficult to apply and do 
not long remain sterile. The fact that 
excessive bleeding into the tissues 
is so often seen also contributes to 
the rapid incubation of pathogenic 
bacteria in this area. 

I also list as a complication the 
failure to cure the varicocele. This 
is a not uncommon aftermath of vari- 
cocelectomy through a scrotal in- 
cision. It is disconcerting to a patient 
to realize that a surgical procedure 
with its accompanying discomfort 
and inconvenience has not relieved 
his condition. 

If we understand the basic cir- 
culation of this region, a more ana- 
tomical procedure suggests itself. 
The pampiniform plexus of testicu- 
lar and cord veins is drained by deep 
and superficial venous systems. The 
deep system is made up of the in- 
ternal spermatic vein (which emp- 
ties into renal vein), the vein of the 
ductus deferens (a tributary of 
hypogastric vein), and the external 
spermatic vein (flows into inferior 
epigastric vein). The first two men- 
tioned anastomose with each other 
within the epididymis and testicle. 
The internal and external spermatic 
veins anastomose within the cord. 
The superficial system is composed 
of the superficial and deep epigastric 
veins (into femoral vein), the super- 
ficial internal circumflex vein (into 
femoral vein), the scrotal tributaries 
of the superficial and deep external 
pudendals (into femoral vein), and 
the internal pudendal vein (into 
hypogastric vein). All of these anas- 
tomose with each other and the ex- 
ternal spermatic vein near the ex- 


the testicle was first described in 
1918 by Ivanissevich.* At that time 
he recommended high intra-abdomi- 
nal ligation of the internal spermatic 
vein as treatment of painful vari- 
coceles. Others modified his sugges- 
tions and simplified the procedure, 
although this evolution has been 
rather slow in development. Only in 
recent years has this operation re- 
ceived attention in the United States. 


Ligation of the internal spermatic 
vein: An incision is made similar to 
the one used for inguinal hernior- 
rhaphy except that the length rarely 
needs to be more than six centi- 
meters. If an unususpected hernia is 
encountered, extension of the inci- 
sion may be necessary. The aponeu- 
rosis of the external oblique muscle 
is incised down to or through the 
external inguinal ring, being carried 
laterally to expose the abdominal 
inguinal ring. The cremasteric mus- 
cle and fascia are incised longitudin- 
ally at the proximal end of the in- 
guinal canal, and the internal sperm- 
atic vein is dissected free for a dis- 
tance of five centimeters. The vein 
is securely ligated at the internal 
ring and at the distal portion of the 
dissection. The vein is excised be- 
tween the ligatures, the proximal 
end being allowed to retract into the 
abdominal cavity. In some instances 
the internal spermatic vein is formed 
inside the abdominal inguinal ring 
and there are two or three large 
branches instead of a single vein in 
the cord at the lateral end of the 
inguinal canal. Each vein is ligated 
in such cases. 


Careful search of the cord for pos- 
sible indirect herniation is then 
made, and if found, high ligation of 
the sac and repair of the posterior 
wall of the inguinal canal are done. 
In Table I, the incidence of concur- 
rent hernia and varicocele found by 


ternal inguinal ring within . : . . 
cord.2:3.4 8 8 t the various investigators is recorded. 
: : 5. Ivanissevich, O. and Gregorini, H., Se vd. 
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TABLE I. HERNIAS FOUND WITH VARICOCELE 


No. Cases Hernias Per cent 
Found 


Series 


Javert and Clark, 

1944 145 37 
Riba, 1947 23 3 
Lewis, 1950 42 8 
Price, 1953 12 2 


222 50 22.5 


Only the cases with hernia were 
treated surgically in the first series 
listed. 


The longitudinal incision in the 
cremasteric muscle and fascia is 
closed transversely with a running 
suture. The distal end of the ligated 
internal spermatic vein may be in- 
cluded in this closing stitch. Closure 
of the cord in this manner causes 
some elevation of the dependent left 
testicle. 


Postoperatively the patient should 
wear a scrotal support for about one 
week. There appears to be no con- 
traindication to immediate ambula- 
tion in most of these cases. Hospital- 
ization is usually unnecessary after 
three or four days in patients with- 
out hernia repairs. 


RESULTS 


Although the basic ideas were ex- 
pressed in 1918, this operation was 
not done to any considerable extent 
in the United States until the latter 
portion of World War II, when sev- 
eral series were reported. The re- 
sults are uniformly gratifying, and 
are charted in Table II. 


TABLE II. RESULTS OF LIGATION OF INTERNAL 
SPERMATIC VEIN FOR VARICOCELE 


Series No. Cases No. Cases Surgical 
Operated Cured Failures 
Javert and 
Clark, 1944 32 
Riba, 1947 3 23 
Palomo, 1949 40 
Lewis, 1950 39 
El-Sadr and 
Mina, 1950 28 
Price, 1953 11 


173 


Of 177 cases so treated, 173 were 
cured. Lewis’ three falures resulted 
from neglect in the ligation of each 
vein passing through the internal 
abdominal ring. Two of these were 
cured by a second operation, and 
Lewis believes the third can be 
cured by a repeated procedure. The 
unsatisfactory result obtained in 
one of the author’s cases was prob- 
ably caused by incomplete dissec- 
tion. The patient had previously un- 
dergone a left inguinal hernioplasty, 
and the cord was scarred to such an 
extent that the veins could not 
be accurately identified and dis- 
sected. This patient was not relieved 
of either the varicocele or discom- 
fort. 


REDUCED VARICOCELE 


In most cases, the varicocele is 
dramatically reduced in size within 
72 hours. Within 10 days it is im- 
perceptible to inspection. The aching 
or dragging sensation that disturbed 
the patient preoperatively has usu- 
ally disappeared by the time the 
tenderness leaves the operative site. 


The only complication reported in 
these series was transitory throm- 
bosis in some of Palomo’s cases. His 
technique varies somewhat from 
that here described, which probably 
explains these minor complications. 
CONCLUSION 

The high incidence of postopera- 
tive complications previously seen 
following varicocelectomy has been 
eliminated by the surgical technique 
described. Surgeons no longer need 
to hesitate in advising surgical ther- 
apy in cases of symptomatic vari- 
cocele. 
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ORIGINAL ARTICLES 


Use of Hyaluronidase in General Practice 


Although numerous fields of uses have 
been discovered, its diffusion enhancement 
ability is its greatest value to date 





JOSEPH SCHWARTZMAN, M._.D., F.A.A.P., Department of Pediat- 
rics, New York Medical College and Flower & Fifth Avenue Hospitals 
and Metropolitan Hospital, New York 


CHARACTERISTICS 


Hyaluronidase is widespread 
throughout animal tissues and is 
especially rich in the testes. It has 
specific action on the intercellular 
ground substance of connective tis- 
sue, whose main ingredient is hya- 
luronic acid. The latter is a gel 
whose function is to restrain the 
diffusion of fluid by keeping the 
cells together in a viscous matrix 
and aid in the proper regulation of 
metabolites. Upon its reaction with 
hyaluronidase, the viscosity is de- 
creased and fluid absorption is ac- 
celerated in hypodermoclysis. The 
beauty of this reaction is that it is 
temporary and reversible. 
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DISTRIBUTION 


Commercially, it is being obtained 
from bulls testes, some research 
workers have used bacterial hya- 
luronidase, and it has been obtained 
from leech extracts; bee, snake and 
spider venoms, and spermatozoa. 


STANDARDS OF DOSAGE 


Clinically two measurements are 
mainly being used* 

The consensus is that its sensitiv- 
ity and toxicity are almost negli- 
gible. 


1. Viscosity unit, one unit the amount necessary to 
reduce the viscosity to % with 30 min. 

2. Turbidity reducing unit, one unit that amount 
which decreases the turbidity caused by 0.2 mg. 
hyaluronic acid in horse serum to that caused 
by 0.1 mg. of hyaluronic acid without hyalu- 
ronidase. One TRU equals three VU. 











Having determined that the pa- 
tient is non-sensitive, ordinary gauge 
hypodermic needles are inserted in- 
to the antero-lateral or lateral as- 
pects of the thighs or the interscap- 
ular area or the anterior aspect of 
the abdominal area, the clysis is 
started and 5 to 10 c.c. of the fluid 
is allowed to pass through on each 
side. Then 500 VU of hyaluronidase 
are injected into the lumen of the 
rubber tubing one inch from its 
junction with the needle. By this 
method, the enzyme is distributed 
over a wider area and in good con- 
centration rather rapidly. The clysis 
is permitted to run freely at the de- 
sired, calculated rate; 250 cc. of 
electrolyte solution can be given 
within 1 to 1% hour. In pressure 
clyses of small amounts of drugs or 
fluids, the enzyme can be added 
directly to the solution being given, 
with similar good results. The same 
site can be used for several days but 
the needle should be shifted after 
36 hours. 

In dealing with severely dehy- 
drated patients, use normal saline as 
the starting solution and follow with 
any other fluid approaching the con- 
centration of serum. In using non- 
electrolytes, great care and careful 
observation must be exercised so as 
not to produce too sudden or too 
severe a change in the extracellular 
fluid volume. 


USES IN GENERAL PRACTICE 
A. PEDIATRICS 


1. It facilitates the hypodermo- 
clyses of electrolytes, non-electro- 
lytes, and plasma. 

2. It has been used in serum for 
measles prophylaxis and antitoxin 
in therapy for tetanus. 

3. In the subcutaneous adminis- 
tration of terramycin. 

4. When added to BCG vaccine, it 
heightened the degree and duration 
of the effect and appeared to pro- 









duce a higher degree of specific re- 
sistance to tuberculous infection. 
5. When added to 1-2% of the 






























sodium salt of paraamino salicylic ie 1 
acid, it resulted in blood concentra- B tyre 
tions comparable to those obtained leg; 
IV. A 
6. Its value has been proven in 8 
administering contrast media sub- § poy 
cutaneously to infants and small § <p), 
children for pyelography. 4. 
B. INTERNAL MEDICINE bru 
1. In the treatment of painful ™ 
arms resulting from accidental ex- 6 
travasation of irritating solutions F ,j¢, 
such as arsenicals and hypertonic § joy 
glucose. 7 
2. Hastens the absorption of pain- the 
ful hemotomas. the 
3. Accelerated the restoration of ‘ 
free range of motion in acute he- § aq 
marthroses of homophiliacs. du 
4. Increased the penetration of § tor 
penicillin through mucous mem- | 
branes when instilled together into § cr 
the paranasal sinuses. an 
5. Aided in flattening areas of mu- 
cinous infiltration of the skin. ba 
6. Reduced the viscosity of exu- — @ 
dates in joints and in pleural and § p. 
periotoneal cavities. 
7. Improvement in scleroderma b 
has been reported following its ad- - 





ministration by iontophoresis. 

8. Has been found useful in ad- 
ministering subcutaneous penicillin 
in subacute bacterial endocarditis as 
it gave sufficient levels to control 
the infection. 

9. Heparin combined with hya- 
luronidase was given with good re- 
sults and scarcely any pain. 


C. SURGERY 


1. With local anesthetic for 
sprains, bursitis and myositis. (500 
VU hyaluronidase and 0.5 c.c. 1: 1000 
epinephrine added to each 50 c.c. 1% 
procaine solution.) 


2. Dependable in giving adequate 
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blocks more quickly in nerve block 
and caudal anesthesia. 

3. The efficiency of local anesthe- 
sia was greatly increased in frac- 
tures about the elbow, forearm and 
leg; since the onset was rapid, the 
area was pain-free and as a result of 
the diminution of local edema, a 
more satisfactory reduction was pos- 
sible. 

4. Helpful in reducing facial 
bruises, swellings reduced and heal- 
ing time shortened. 

5. Valuable in surgical dissection. 

6. Aided the healing of chronic 
ulcers when applied directly or with 
iontophoresis. 

7. Combined with a local anes- 
thetic and epinephrine, it facilitated 
the cutting of free skin grafts. 

8. In facial plastic surgery, its 
additon to the local anesthetic pro- 
duced rapid anesthesia with less dis- 
tortion of tissues. 

9. In tonsillectomies, its use in- 
creased the speed and extent of local 
anesthesia. 

10. Facilitated endotracheal intu- 
bation when combined with tetra- 
caine solution as a topical anesthetic. 


D. OBSTETRICS 


Reported of value in pudendal 
block. 150 TRU hyaluronidase, 2 
minims 1:1000 epinephrine hydro- 
chloride in 30 c.c. 1% procaine solu- 
tion. A total of 60 c.c. was used in 
the average case. 


E. GENITO-URINARY 


1. It has been of great aid in the 
dye injections for pyelography in in- 
fants and young children. 500 VU 
hyaluronidase in 10 c.c. 35% solu- 
tion of the dye. It is injected into 
the lower outer aspect of the thighs, 
giving 10 c.c. for infants of one year 
or older, and 7.5 c.c. for those less 
than one year. Within 20-30 minutes 
exposures can be made. 

2. In phthalein excretion tests in 
children. 
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3. In combination with epineph- 
rine, it enhances the spread of a 
vasoconstricting agent injected into 
the prostate gland to reduce bleed- 
ing and clear the operative field. 

4. It is said to influence the colloi- 
dal crystalline balance in the urine 
by keeping the colloids up, to form 
a gel which prevents aggregation of 
the microcrystals. 


F. OPTHALMOLOGY 


1. As an addition to local anes- 
thetics in eye surgery. It enhances 
the effectiveness of miotics and my- 
driatics and improves the action of 
procaine within the tissues. 

2. It has caused regression in 
early pterygium. 50 TRU hyaluroni- 
dase in 0.4 c.c. 1% procaine solution 
injected into a border of the pteryg- 
ium pointing at the limbus. 

The product may deteriorate if it 
remains in solution more than 14 
days. 

Giving hyaluronidase at the start 
or mixed with the total fluid is less 
efficacious than the method de- 
scribed. 


CONTRAINDICATIONS 


1. It should not be administered 
to one who is allergic to the product 
—listed as .08%. 

2. In septicemia, not to be used 
unless chemotherapeutic agents are 
being used simultaneously. 

3. Not to be injected into areas 
of localized infection. 

4. When the total blood proteins 
are below 5.5 mg %, there will be 
a delay of absorption into the blood 
stream. Hyaluronidase can be used 
after the protein value has been 
corrected. 

5. In hypotension, it may accent- 
uate dehydration and electrolytic 
disturbance and lead to circulatory 
collapse. 

6. It should not be allowed to run 
freely as it may overload the cir- 
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culation. It should be carefully ob- 
served and the amount calibrated 
according to the patient’s need. 


ADVANTAGES 


1. No intricate set-up is required. 

2. No technical skill is required 
beyond that strict asepsis be ob- 
served. 

3. It can be administered without 
any delay since there are none of 
the difficulties here that may arise in 
IV therapy. 

4. The administration can be cur- 
tailed or halted for variable periods 
of time without any concern as to 
clots obstructing the needle. Upon 
restarting, there is no fear if pres- 
sure should be required and applied 
to the tubing to remove any blood 
clots. 

5. Since the circulation is not di- 
rectly involved, there is no danger 
of emboli or thrombi. 

6. Pyrogenic or other untoward 
circulatory effects such as phlebitis 
and cardiovascular and pulmonary 
disturbances have not been noted. 

7. Sensitivity and toxicity are so 
uncommon as to be considered in- 
consequential. 

8. Speed of absorption of fluids 
given by clyses is increased by 5-14 
times. 


9. It increases the area and speed 
of anesthesia when combined with 
local anesthetics; faster healing since 
there is usually less tissue reaction. 

10. When administered subcuta- 
neously in conjunction with drugs, 
it increases the levels obtainable 
within the circulation. 

12. It makes clyses a more hv- 
mane procedure. 

13. Its value is great in cases in 
which IV therapy would be indi- 
cated but is impracticable because 
of the status of the veins, of hemor- 
rhagic disturbances, or of the in- 
ability to get cooperation from the 
patient. 


CONCLUSION 


This enzyme has developed into a 
very important procedure in general 
practice. Although numerous fields 
of uses have been discovered, its dif- 
fusion enhancement ability is its 
greatest value to date. However, if 
by its use clyses are made less pain- 
ful and will therefore be used much 
more readily and earlier in cases 
ot fluid loss, many of the IV admin- 
istrations may be unnecessary. The 
increasing utilization of hyaluroni- 
dase indicates the tremendous aid 
that this enzyme has been and prob- 
ably will continue to be in general 
practice. 
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Fatal and Near-Fatal 
Penicillin, Anaphylaxis 


A woman, 67 years old, had suf- 
fered from perennial allergic asthma 
for several years and had been given 
penicillin on previous occasions 
without ill effect, but who shortly 
after receiving 300,000 units of pro- 
caine penicillin intramuscularly for 
febrile tonsillitis, became dyspneic 


and died. 
Two other cases of anaphylactic 
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reactions to penicillin are described 
in which the fatal outcome was 
barely avoided. In one of these a 
mild reaction to penicillin had oc- 
curred previously. The dangers of 
the indiscriminate of penicillin and 
the value of detailed inquiry into 
previous reactions are duly empha- 
sized. 


S. Siegal, et al, J. Allergy, 24:1, 1953. 
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CURRENT LITERATURE 


Diagnosis of Cardiospasm 


The most revealing diagnostic 
procedure is roentgenologic examination 


of the barium-filled esophagus 


ARTHUR M. OLSEN, M.D., COLIN B. HOLMAN, M.D., 
HOWARD A. ANDERSEN, M.D., Mayo Clinic, Rochester, Minnesota 


Cardiospasm is a nonorganic sten- 
osis of the lower end of the esopha- 
gus and must be distinguished from 
esophageal spasm (diffuse spasm) 
and reflex spasm at the cardia. The 
symptoms of cardiospasm are ob- 
structive swallowing, regurgitation 
and pain. The most revealing diag- 
nostic procedure is roentgenologic 
examination of the barium-filled 
esophagus. The roentgenologic ob- 
servations necessary for the diagno- 
sis of cardiospasm include: (1) an 
outline of the constricted segment at 
the cardia; (2) the degree of ob- 
struction at the cardia; (3) the ex- 
tent of the enlargement or dilata- 
tion of the esophagus above the con- 
stricted segment; (4) the length and 
course of the esophagus; (5) evi- 
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dence of retained food and fluid 
within the esophagus, and (6) alter- 
ations in the muscular activity of 
the esophagus. On the basis of these 
findings, cardiospasm may, be divid 
ed into four stages corresponding to 
the degree of dilatation of the 
esophagus. In general, it may be 
stated that the motility of the 
esophagus is increased during stages 
1 and 2, and is either reduced or ab- 
sent in stages 3 and 4. 

In the differential diagnosis of car- 
diospasm, carcinoma of the cardiac 
end of the stomach is the most im- 
portant condition to be considered. 
At times carcinoma of the cardiac 
may closely stimulate cardiospasm. 
Esophagoscopic examinations were 
done for diagnostic purposes and the 
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rest were done to assist in the treat- 
ment. The passage of sounds often 
proved more diagnostic than the 
esophagoscopy. Diffuse spasm of the 
esophagus must likewise be differ- 
entiated from cardiospasm. It should 
be pointed out that cardiospasm and 
diffuse spasm may occur in the same 
patient. The coexistence of cardio- 
spasm and megacolon was observed 
only once in this series. The asso- 
ciated occurrence of esophageal di- 
verticula, diaphragmatic hernias, 
and bulbar palsy in patients with 
cardiospasm introduced interesting 


Management of Acute 
Myocardial Infarction 


For the relief of pain of the acute 
attack, morphine is best of all. Cer- 
tain dangers are inherent, however, 
in its use, the most important of 
which are paralysis of the respira- 
tory center and vagal stimulation. 
Consequently, it should not be ap- 
plied as a routine, but should be giv- 
en when pain is so severe that co- 
deine and dilaudid, and the like, 
are unlikely to effect relief. 

Recourse to oxygen is of doubt- 
ful value in uncomplicated cases. 
Its use is mandatory, however, in 
cases of severe pulmonary edema or 
shock, and marked anoxia. Admin- 
istration by mask is most efficient. 
Oxygen therapy is very disturbing 
to the patient and should not be 
applied unless it s definitely indicat- 
ed. 


It is commonly recommended that 
all cases of acute myocardial infarc- 
tion should be given a course of 
anticoagulants, because of the fre- 
quent occurrence of severe throm- 


decompensated stages have set in. 
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speculations as to the etiology of th 
condition. 






Degenerative changes in Auer. 
bach’s plexus are commonly denon. 
strated in patients who have ha( 
cardiospasm. The reason for the 
changes is not clear and the etiology 
of cardiospasm remains obscure. | 
is probably not primarily a psycho. 
somatic disease. Finally, it is im 
portant that the diagnosis of cardio. 
spasm be made early, before the 
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bo-embolic phenomena in even the 
mildest cases of occlusion. It has re 
cently been shown, though, that 
thrombo-embolism is uncommon in 
mild cases, occurring in only 0.8 per 
cent of these. Furthermore, the dan- 
ger of major hemorrhage from anti- 
coagulant therapy is probably high- 
er than this. Clearly, then, the rou- 
tine use of this group of drugs is u- 
warranted. No conclusive evidence 
has, moreover, been adduced for the 
claim that the anticoagulants com- 
bat shock. 

It is recommended that patients 
should not be rushed to hospital 
during the 48 hours after the onset 
of the attack. Deaths in this period 
are due to ventricular fibrillation, 
shock, cardiac asystole or congestive 
failure and will not be prevented by 
anticoagulants. Indeed, the rush to 
the hospital may be harmful and 
should be deferred for at least two 
days. 
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Temporal Arteritis: Treatment With Cortisone 


Because visual impairment and 
blindness result in more than half the cases, 
early recognitions is a necessity 


M. A. CHAPIN, M.D. and R. A. FROST, M.D., Auburn, Maine 


Only some 75 cases of temporal 
arteritis have been reported since 
it was first described by Hortol, et 
al, in 1932. The term cranial arteri- 
tis is preferable, since other branch- 
es of the common cartoid artery are 
frequently involved in the inflamma- 
tory process. The syndrome may be 
more common than is indicated, its 
“uncommon” occurrence a _ reflec- 
tion of lack of recognition. Because 
of visual impairment and blindness 
which result in more than half the 
cases, the necessity of early recog- 
nition is apparent. 

A man, 57, admitted to hospital 
having severe headache, loss of vis- 
ion, nausea, vomiting, and in stupor. 
Illness dated from 2 years previous, 
with onset of noises, loss of hearing, 
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and a sensation of water in the left 
ear. A week later an otologist found 
the external ear canal swollen and 
advised a nose spray. After two 
weeks another specialist inflated the 
Eustachian tubes on 4 or 5 visits. By 
this time there was bilateral deaf- 
ness and earache. Receiving no re- 
lief he consulted a third specialist 
who perforated both ear drums re- 
leasing watery fluid with transient 
relief of symptoms. Three days la- 
ter the treatment was repeated fol- 
lowing which a purulent discharge 
from the r. ear, and then an acute 
frontal sinusitis with severe head- 
ache, high fever, chills and marked 
tenderness over the side of his head 
from the r. ear to the r. frontal area. 
With penicillin the process subsided 
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but pain and tenderness of the r. 
side of his head continued requiring 
frequent use of codeine. Because of 
the persistent symptoms of nasal 
discharge, headache, earache and 
deafness, roentgenograms of sinus- 
es and mastoids were made which 
showed only a thinning of the bones 
and were interpreted as consistent 
with an allergic process. 

He was referred to a Boston 
clinic where, in the allergic 
work-up, skin tests being negative, 
it was felt that his symptoms 
were largely on an infectious basis, 
and a diagnosis of vasomotor rhini- 
tis was made. He was given a diet 
and Chlor-Trimeton. Bilateral, my- 
ringotomies were performed and a 
moderate amount of clear serum 
was removed from the 1. middle ear 
and frank blood from the r. He was 
given a nose spray. Later, at various 
hospitals, this man had strenuous 
antibiotic therapy, a mastoidectomy, 
osteopathic treatment, a “blood spot” 
on the r. eye, enucleation of the r. 
eye, sudden loss of vision in the 1. 
eye, and, 3 days before present adm., 
sudden unconsciousness with b.p. 
80/50. 

This man, although manifesting 
many of the features of temporal 
(cranial) arteritis and complaining 
constantly of severe head pain, was 
not diagnosed until totally blind, 
and then only in retrospect, this in 
spite of examinations in excellent 
clinics. The final relief of head pain 
following craniotomy was probably 
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How Safe is Spinal Anesthesia 
in Present Day Practice? 


Providing meticulous care is tak- 
en and common sense is exercised, 
analgesia by this method is as safe 
as by any other anesthesia tech- 
nique. It should be reserved for pa- 
tients who have no objection to it, 
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a result of severance of periarterial 
nerve fibers. 


The early malaise, anorexia, fever 
and generalized joint and muscle 
pains, suggest a systemic disease, lo. 
calization of involvement to the tem- 
poral and other branches of the 
common carotid artery has been the 
common denominator of case records 
so far. Several reports favor the con- 
cept that this is but a part of a gen- 
eralized arteritis. Its cause remains 
unknown. Only those 55 or older are 
susceptible. Both sexes are affected. 


There is a necrotizing, obliterative, 
proliferative and granulomatous 
panarteritis. Arteriosclerosis is con- 
stantly associated. 


All therapeutic attempts were 
without effect until the advent of 
cortisone and ACTH. Though pro- 
caine instillation and surgical inter- 
ruption of the involved vessels (and 
periarterial nerve fibers) have been 
symptomatically helpful in some 
cases, these procedures do not af- 
fect the course of the disease. Un- 
doubtedly, many cases are missed 
while others are not reported. Of 
greatest importance is an awareness 
of this syndrome. 

Two cases of temporal arteritis 
form the basis of this report. One 
was successfully treated with corti- 
sone. The other was undiagnosed, 
untreated, and had a_ prolonged 
course of suffering with final relief 
only when totally blind. 


Jour. Med. Asso., 44: 304, 1953. 

































for surgeons who desire it, and for 
anesthetists who can perform and 
supervise it carefully and _intelli- 
gently. 














C.R. Stephen, M.D., et als, North Carolina Med. Ji, 
15:38, 1954. 
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The Role of Emotions in Dermatoses 


Combined medical and psychological therapy 
by one physician is frequently indicated in cutaneous 
conditions with emotional aspects 


G. M. FRUMESS, M.D., Denver, Colorado 


English describes eight common 
emotions, some of which are conspic- 
uous in the personalities of patients 
with certain skin disorders. 

The need for love is one of hu- 
manity’s greatest hungers. If this 
hunger is unsatisfied, the resulting 
frustration may lead to other un- 
pleasant emotions. The person who 
believes himself unloved may resort 
to symbolic or perverted ways of 
obtaining affection. If these substi- 
tutes overflow into the autonomic 
nervous system, there is consequent 
itching and scratching. Thus certain 
skin diseases, especially localized 
neurodermatitis and anogenital 
pruritus, may be unconscious erotic 
substitutes for a lack of love. 

One may be consciously aware of 
anxiety as feelings of fear and worry. 
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If the causes of the anxiety are be- 
low the level of consciousness, an 
overflow into autonomic pathways 
commonly occurs, and bodily dys- 
functions, including skin disorders, 
may result. 

Repressed hostility is the most 
frequently encountered trait in pa- 
tients with disseminated neuroder- 
matitis. The emotions may cause 
changes in the skin by releasing 
certain substances at the autonomic 
nerve endings. These substances, in 
turn, may act synergistically with 
other biological factors to cause al- 
terations in the skin. Parasympathe- 
tic fibers in general and sympathetic 
fibers to sweat glands liberate ace- 
tylcholine at their terminals. Acetyl- 
choline causes vasodilation and sec- 
retory activity of the oil glands and 
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sweat glands. Release of more 
acetylcholine may cause further 
permeability of the blood vessels 
with whealing, or hives; still more 
results in the escape of formed ele- 
ments of the blood, with consequent 
purpura and even frank bleeding. 


The special relationship between 
allergy and the nervous system is 
explained in the synergism of ace- 
tylcholine and histamine. A hista- 
mine-like substance is produced at 
the site of most allergic reactions. 
Reinforcement by release of acetyl- 
choline of emotional origin at that 
site may cause histamine to produce 
a clinical allergic reaction when the 
concentration of histamine alone 
would be insufficient to do so; this 
explains why so many persons ex- 
perience allergic reactions only 
when they are emotionally dis- 
turbed. 

Emotional factors affect two skin 
diseases of proved organic etiology: 
warts (verrucae) and fever blisters. 
The common wart is a tissue re- 
sponse to a virus infection. The pow- 
er of suggestion in curing warts has 
been believed in for centuries. Re- 
current herpes simplex as manifest- 
ed by fever blisters or “cold sores” 
is another disease of proved virus 
etiology. The latent virus, carried by 
most adults, is usually activated by 
upper-respiratory-tract infections, 
fever, upset stomach, and other 
identifiable factors. Nine of 10 such 
patients showed uniformity in 
psychological patterns in that they 
were immature, passive, dependent, 
and highly suggestible. Hostility was 
recognized in conflict with their de- 
sire to please. Brief psychiatric 
treatment was usually sufficient to 
control the attacks. 


Rosacea occurs in persons with the 
blush tendency who are also subject 
to gastrointestinal disturbances and 
menopausal disorders. Such persons 
rarely react aggressively to attack 
but, rather, become obstinate and 
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sullen. Treatment requires that this 
personality pattern be corrected, as 
well as the gastrointestinal disorder 
and the skin blemishes. 


An emotional factor is present in 
most cases of urticaria. All seem to 
have intense longings for achieve- 
ment; they are driving, keyed-up 
persons, intent on a goal. They of- 
ten consider themselves wronged or 
injured, usually by someone in a 
fairly close family relationship. A 
conflict between the desire for pow- 
er and the desire for approval re- 
sults in the vasomotor components 
of urticarias. 


With atopic eczema of infancy and 
childhood many afflicted children 
carry hereditary allergies. Carefully 
directed topical therapy often allev- 
iates the symptoms. A_ psychiatric 
approach to the parent has recently 
afforded a further means of manag- 
ing this disease. Of 33 children ex- 
amined, 31 manifested symptoms of 
maternal rejection according to ac- 
cepted criteria. Therapy was direct- 
ed mainly toward correction of the 
mother’s behavior toward the child. 
Favorable results exceeded those 
achieved by conventional methods. 


Adult patients with neuroderma- 
titis, or atopic eczema show a signifi- 
cant frequency of personal and fam- 
ily atopy. The patient is usually 
above average in intelligence and is 
aware that his ambitions surpass his 
talents. Frustration is the inevitable 
consequence. He has, literally at his 
fingernails, a means of emancipation 
from situations that threaten his 
adequacy: he scratches. 

Localized neurodermatitis usually 
appears as isolated patches of thick- 
ened skin, with intense itching. 
Severe scratching or overtreatment 
may produce acute flareups with 
edema and exudation. Common sites 
of involvement are the nape of the 
neck, the pretibial areas, the scro- 
tum, the vulva, and the anal re- 
gion. Careful search for organic 
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causes must be made before the 
diagnosis of essential pruritus or 
neurodermatitis of the anogenital 
areas becomes tenable. Frequently 
an organic factor of chemical, 
mechanical, infectious, or allergic na- 
ture starts the process, though it may 
continue as a purely psychogenic 
itch, with lichenification or thicken- 
ing a result of scratching. In either 
event, the scratch habit becomes so 
inveterate that if topical and physi- 
cal agents prove incapable of break- 
ing this vicious cycle of itching, 
scratching and lichenification, then 
psychotherapy must be used. Com- 
bined medical and _ psychological 
therapy by one physician is most 
frequently indicated in cutaneous 
conditions with emotional aspects. 


Since the palmar surfaces are es- 
pecially prone to exhibit emotional 
sweating, this factor is important in 
all types of hand eczemas, whether 
of psychogenic, organic, or allergic 
etiology. Maceration of the skin by 
sweat renders it more pervious to 
chemical irritants and contact aller- 
gens. More important is the sweat- 
retention factor in which plugging 
of the sweat ducts occurs with sub- 
sequent “internal sweating.” Re- 
tained sweat feels like the pricking of 
countless hypodermic injections. 
This may be the primary cause of 
dyshidrotic eruptions, and may sec- 
ondarily intensify hand eczemas of 
all types. 


Jour. A.M.A., 152:15, 1953. 
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Diabetes in General Practice 


Is hospitalization of diabetics ne- 
cessary? Admission to hospital may 
lead to heavy expenses. For many 
working people, it also results in less 
of income and even loss of employ- 
ment. Hospitalization is highly de- 
sirable if the patient is too ill to 
work, or if he has a complicating 
illness which requires special tech- 
nical management, or better in- 
struction can be given in the hospit- 
al in regard to the future diabetic 
regimen. On the other hand, office 
treatment of the ambulatory patient 
often has distinct advantages. In ad- 
dition to saving the patient expense 
and sparing him from interruption 
of work and normal home life, the 
physician has an opportunity to see 
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how the prescribed regimen meets 
the requirements of the patient’s sit- 
uation in his ordinary manner of 
living. 

Energetic treatment with insulin 
is needed immediately if the patient 
is really ill, if he has acidosis, if he 
has a complicating infection, and if 
early control is urgent because of 
plans for an operation. It is usually 
best to defer giving insulin except 
when these indications are present. 
An effort should be made to control 
the diabetes with diet alone. Prompt 
cessation of glycosuria on dietary 
regulation usually indicates that the 
diabetes is mild. 


F. N. Allan, Current Medical Digest, 20: 39, 1953. 
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Long-Term Anticoagulant Therapy 


Dicumarol still appears to be 
the drug of choice for prolonged 


anticoagulant therapy 


H. B. EISENSTADT and B. B. ELSTER, Port Arthur, Texas 


Successful and safe long-term 
anticoagulant therapy first must en- 
tail a trustworthy patient and fam- 
ily; a reliable laboratory; a physi- 
cian who understands the indica- 
tions, contraindications, dosage, and 
toxicity of the drugs. Although hos- 
pitalization is desirable for acutely 
and seriously ill patients, it was not 
considered necessary in our average 
case. In many persons the treatment 
was started while they were at 
home; the majority were entirely 
ambulatory from the onset. Practi- 
cally all patients of our series were 
able to continue their usual trade, 
profession, or household duties. 

A graphic chart was prepared for 
each patient and continued during 
the entire time of his observation; 
this showed prothrombin time in 
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seconds, % of prothrombin depres- 
sion, and the daily dose of anticoag- 
ulant administered. The Link-Sha- 
piro modification of the Quick pro- 
thrombin method was used. Each 
new batch of thromboplastin (Sim- 
plastin) was compared careful- 
ly with the previous one to assure 
iniformity of action. Small were the 
variations from the normal stand- 
ards encountered. The normal pro- 
thrombin time ranged from 13 to 15 
seconds. The identical method of 
prothrombin determination was 
used for hospitalized patients to 
make the transition to home care 
safe and simple. Blood tests initial- 
ly were preformed daily, then every 
3 to 4 days, and after a short time 
once a week. Finally, when the pa- 
tient’s prothrombin level had be- 
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come stabilized, the tests were done 
only every 2 weeks and occasionally 
even at longer intervals. 


DICUMAROL 


Dicumarol still appears to us to 
be the drug of choice for prolonged 
anticoagulant therapy. Cumopyran 
is almost equally useful for this 
purpose; however, the prothrombin 
depression is more difficult to main- 
tain and the effective dosage is more 
variable. It has been used only when 
patients became resistant to Dicu- 
marol. In our group of patients, 50 
mg. of Dicumarol, or 25 mg. of 
Cumopyran tablets were used ex- 
clusively. 


Immediately for each prothrombin 
test the total dosage for the follow- 
ing period was calculated on the ba- 
sis of the previous amount adminis- 
tered, the change of the prothrombin 
time, and the tendency to further 
prothrombin depression or eleva- 
tion; this quantity was then evenly 
divided into daily doses. The pa- 
tient was instructed to write the 
number of tablets or capsules pre- 
cribed for each day on a calendar 
and to mark it off after taking the 
drug. The total dosage of Dicumarol 
varied from 0 to 100 mg. daily and 
200 to 700 mg. weekly; that of 
Cumopyran from 0 to 75 mg. daily 
and 100 to 500 mg. weekly. So far 
none of the patients has become re- 
sistant to both drugs. It is usually 
stated that menstruation, febrile di- 
seases, and various drugs such as 
aspirin, digitalis, and antibiotics in- 
fluence the prothrombin time, ne- 
cessitating a change of anticoagu- 
lant dosage. This has not been 
brought out in our series. Fluctua- 
tion of the prothrombin level does 
occur for obscure reasons. 


ANTICOAGULANT TOXICITY 


Usually the earliest sign of anti- 
coagulant toxicity is microscopic 











486 


hematuria, followed later by gross 
bleeding from the kidneys and by 
subcutaneous hemorrhages. Gastro- 
intestinal, respiratory, and _intra- 
cranial hemorrhages have been re- 
ported in severe prothrombin de- 
pression. In the presence of coexist- 
ing peptic ulcer, diverticulosis, 
coryza, bronchiectasis, tuberculosis, 
and encephalomalacia, the former 
complications may occur even with 
small doses of anticoagulants. There 
were several cases of epistaxis and 
hemoptysis with infections of the 
upper respiratory tract. In addi- 
tion to various hemorrhagic states, 
as in hepatic and renal disturbances 
and in blood dyscrasias, the exis- 
tence of any lesion that may bleed 
is a contraindication to such ther- 
apy. However, under certain circum- 
stances these toxic effects will have 
to be balanced against the dangers 
of thromboembolism. 


COUNTERACTING BLEEDING 


The bleeding tendency is best 
counteracted by vitamin K, 
(Mephyton), 25 to 50 mg IV, and 
repeated as indicated by the pro- 
thrombin level. Modest dosage of 
vitamin K, is advisable to prevent 
the shortening of the prothrombin 
time below the pretreatment value. 
Smaller doses also will avoid the 
development of refractoriness to 
anticoagulants. Blood transfusions 
are seldom needed since the intro- 
duction of vitamin K,. 

There were no adverse effects 
upon the hematopoietic, hepatic, 
and renal functions. Doses of Dicu- 
marol exceeding 150 mg. sometimes 
produced nausea, indigestion, and 
light-headedness; for this reason the 
drug was administered daily in 
small amounts instead of every few 
days in larger quantities. 

Not considering rare disorders, 
prolonged anticoagulant therapy 
should be considered in 3 groups of 
diseases: (1) chronic, recurrent, 
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and migratory peripheral throm- 
bophlebitis; (2) cardiac disease with 
intracardiac, coronary, pulmonary, 
and systemic thromboembolism; and 
(3) cerebrovascular thromboembo- 
lisin. 


COMPLICATIONS 


One of the most common compli- 
cations of posttraumatic, postopera- 
tive, and postpartum states, as well 
as medical disorders requiring pro- 
longed bed rest, is peripheral 
phiebothrombosis and thrombophle- 
bitis, with or without pulmonary 
embolization. Give the drugs for 
several months instead of a few 
weeks, especially in persons with 
persisting obstruction of the venous 
blood flow or in those with disor- 
ders favoring blood coagulation. If 
thrombophlebitis recurs or migrates, 
there is indication for the long-time 
use of anti-coagulant drugs, pro- 
vided that neither Buerger’s di- 
sease, cancer, nor a blood dyscrasia 
is present—in which cases the drugs 
are useless and perhaps contraindi- 
cated. 

Persons with peripheral edema, 
varicose veins, ulcers, and eczema 
who have persistence or recurrence 
of the thromboembolic disease, com- 
plain of pains and cramps in the 
legs, spells of fever, cough, and ex- 
pectoration. Examination may show 
localized phlebitis, recent or past 
pulmonary infarctions, accelerated 
blood sedimentation rate, and ele- 
vated white blood cell count. In such 
cases the prolonged anticoagulant 
therapy will have the most gratify- 
ing effect. 

Intracardiac, pulmonary, and peri- 
pheral thromboembolism compli- 
cates various heart diseases, mostly 
congestive heart failure. This does 
not occur frequently enough to war- 
rant routine anticoagulant treat- 
ment; however, in mitral stenosis 
with auricular fibrillation, the in- 
cidence of clotting phenomena and 
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embolism is great. Recurrence rate 
after two attacks of embolism is al- 
most 100%. Therapy is indicated as 
long as such a danger period per- 
sists. 

The value of anticoagulants in 
acute myocardial infarction is firm- 
ly established. In our series, Dicu- 
marol therapy, once started, was 
continued indefinitely, whenever 
possible, with the purpose of lessen- 
ing the chances of future coronary 
thrombosis. 

Prolonged anticoagulant therapy 
in cases of coronary insufficiency has 
been given only to patients whose 
anginal attacks were severe, sus- 
tained, or frequent, or had other 
characteristics of impending infarc- 
tion. A decrease or disappearance of 
pain was observed in practically all 
cases following this therapy, even in 
those who previously had failed to 
respond to the conventional drugs. 

Anticoagulants in acute cerebro- 
vascular accidents only after cere- 
bral hemorrhage is ruled out. Dis- 
tinction is extremely difficult. Anti- 
coagulants have shown gratifying 
results in patients with recurrent 
attacks of cerebrovascular thrombo- 
sis. 


RESULTS OF THERAPY 


The results of prolonged anticoag- 
ulant therapy are difficult to eval- 
uate because of the great variations 
in the course of thromboembolic di- 
seases. This treatment requires close 
medical supervision of the patient 
which might in itself be a factor 
improving his prognosis. Neverthe- 
less, the following results appear 
convincing as to the efficacy of such 
therapy. 

78 patients received anticoagu- 
lants over a period of 2 to 60 months 
with an average of 10 months per 
person. There were 23 cases of 
coronary thrombosis, most of which 
were recurrent or complicated. The 
period of treatment varied from 2 
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to 39 months and averaged 13 
months. In this group there were 2 
failures. One patient had a fatal re- 
currence during the time of a 25% 
prothrombin depression. Another, a 
65-year-old, was placed on Dicu- 
marol after his 3rd heart attack 
and had been asymptomatic for 22 
months when cortisone was admin- 
istered because of a severe shoulder- 
hand syndrome. A fatal coronary 
thrombosis followed within a few 
days even though his prothrombin 
level was within a_ therapeutic 
range. Steroid hormones may pro- 
duce a hypocoagulability even in the 
presence of a prothrombin defi- 
ciency. 

18 patients with recurrent cere- 
bral thrombosis and 3 with multi- 
ple cerebral emboli received treat- 
ment from 2 to 60 months, averaging 
12 months. None experienced any 
further episodes during treatment; 


Sensitivity of Tubercle 
Bacilli to Isoniazid 


Sputum was examined on three 
occasions from 29 patients suffering 
from chronic pulmonary tubercu- 
losis, five of whom had received iso- 
niazid for at least two months before 
the first sputum test, and all of 
whom received it up to the time of 
the last test (3 months later), to- 
gether with PAS or streptomycin in 
18 cases. 
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4 had recurrences after cessatior of 
therapy. 

In 18 patients with chronic, recur- 
rent, or migratory peripheral throm- 
bophlebitis the results were vni- 
formly good. Duration of treatment 
from 2 to 14 months, usually 4 
months. 


8 cases of congestive heart failure 
with pulmonary and systemic em- 
boli were treated with anticoagu- 
lants from 2 to 40 months, average 
22 months. No vascular episodes re- 
curred during the time of treatment. 


There were 8 patients with severe 
coronary insufficiency who received 
the drugs for from 2 to 40 months, 
average 12. All experienced partial 
or complete relief of angina, many 
ECG improvements, and none had 
thrombosis during the time of 
treatment. 


Texas State Jl. of Medicine. 50:10, 1954. 


No increase in the resistance of 
the tubercle bacilli isolated from the 
sputum to isoniazid was found on 
any occasion. The minimum inhibi- 
tory concentrations were between 
0.06 and 1.0 ug/ml., less than the 
concentrations reached in the plas- 
ma during treatment (0.6 to 3.0 
ug/ml.). 


J. Letacon, et. al., Presse Medicale, 61: 324, 1953. 
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CURRENT LITERATURE 


linical Problems Created by Antibiotic Therapy 


To prevent antibiotic-induced 
complications, inquiry should always 
be made as to earlier reactions 


W. H. HARRIS, JR., M.D., Richmond, Virginia 


The use of antimicrobial drugs has 
revolutionized the management of 
infectious disease. Occasionally we 
are startled to learn of a death or a 
prolonged illness attributed to some 
antibiotic-induced complication. 

A sensitive microorganism to 
which treatment is being directed 
may be destroyed and a resistant 
bacterium of another, in most in- 
stances unimportant, species appear. 
In certain cases new and unsuspect- 
ed infections have seriously delayed 
recovery. 

Numerous reports of secondary in- 
vasion by a variety of pyogenic bac- 
teria of the lungs, pleura, meninges, 
blood stream, and urinary tract, 
have been prominently mentioned. 
Proteus vulgaris and Pseudomonas 
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aeruginosa appear to be the more 
common inciting agents, although 
Staphylococcus aureus, H. influen- 
zae, Klebsiella pneumoniae, B. coli, 
and Clostridia have been implicated. 

The bacteria responsible for sup- 
erinfections, with few exceptions, 
are not commonly considered as pri- 
mary pathogens. The causative or- 
ganism is usually present in enor- 
mous numbers and often in body 
areas not its usual habitat. 

There is no convincing evidence 
that the incidence of fungus infec- 
tion has increased. Thrust is by far 
the commonest such complication 
and has been observed most often 
as a result of local application in the 
form of troches. We should be par- 
ticularly alert to its possible devel- 


489 





opment in the elderly, those suffer- 
ing from chronic disease, and when 
treatment has been prolonged. 


Certain bacteria have been found 
naturally resistant; others, though 
originally sensitive, adapt them- 
selves to the hostile environment of 
the antimicrobial agent. In still an- 
other category are those individual 
cells which acquire resistance to 
the drug being administered through 
spontaneous mutation. 


Penicillin resistance has appeared 
almost exclusively in the staphyloc- 
occal species. In 1941-1946, 90% of 
pathogenic strains of Staphylococ- 
cus aureus were sensitive to one unit 
or less of penicillin in vitro. In 
1948, 60% of strains of Staphylococ- 
cus aureus isolated from hospitalized 
patients at the Mayo Clinic were 
found to be penicillin resistant. 


Fortunately the hemolytic strep- 
tococcus, treponema pallium, gono- 
coccus, meningococcus, and pneu- 
mococcus have retained their sen- 
sitivity to penicillin, but most en- 
terococci and many strains of Strep- 
tococcus viridans, particularly those 
causing subacute bacterial endo- 
carditis, have become resistant. 


Contact of most microorganisms 
with streptomycin eventually re- 
sults in insensitivitity to its antibac- 
terial action; e.g., in the treatment of 
tuberculosis, where resistant tub- 
ercle bacilli present a major obstacle 
to successful management. Strep- 
tomycin fastness may develop with 
great rapidity. Originally sensitive 
bacteria have been known to become 
resistant after 48 to 96 hours of ex- 
posure. Even more amazing is the 
observation that some bacteria al- 
ready rendered resistant may re- 
quire streptomycin for continued 
growth. 


Resistance to aureomycin, terra- 
mycin, and chloramphenicol has yet 
become a major problem. Investiga- 
tors report increasing numbers of 
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staphylococci which have lost they 
sensitivity to these agents. One in 
portant observation has been 
tendency for these antibiotics to sup 
press the penicillinase mechanisy 
thus rendering resistant bacteria 
sponsive to penicillin. 


It has been demonstrated 
aureomycin, terramycin, and chlo 
amphenicol can interfere with 
action of penicillin, streptomycin anj 
bacitracin on certain microorgan 
isms. Antagonism is most pre 
nounced when minimal amounts ¢ 
the interfering antibiotics are used, 
and is prevented by a concentration 
of either. 


Rectal irritation with diarrhea is 
a frequent complication of broaé- 
spectrum therapy—from mild simple 
colitis to an extensive ulcerative pro- 
cess with the discharge of pus and 
blood. No specific pathogens could 
be isolated from the excreta in any 
of these patients. Although con- 
plete recovery took place in all in- 
stances, no treatment proved con- 
sistently beneficial. 


A few fatal cases of severe psev- 
domembranous enterocolitis have oc 
curred in patients under treatment 
with aureomycin and chloramphen- 
icol. A causative agent could not be 
recovered from the intestinal con- 
tents of these cases and the authors 
were of the opinion that the anti- 
biotics were responsible. 


A severe, sometimes fatal, illness 
caused by resistant staphylococci, 
has been observed in this country 
and abroad during the past year. 
Terramycin had been used in the 
majority of these patients, although 
a few had received aureomycin and 
a small number penicillin and strep- 
tomycin. For the most part these 
drugs had been prescribed as pro- 
phylactic agents pre-operatively and 
during surgical procedures. The con- 
dition has been classified as an en- 
terotoxemia because of the “cholera- 
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like” syndrome observed. Symptoms 
have consisted of copious watery 
diarrhea and fever. Shock, oliguria, 
and uremia have been terminal 
manifestations. The distinguishing 
feature is the predominance of sta- 
phylococci on examination of the 
liquid stools. Blood cultures have 
been sterile and death is considered 
to result from toxemia rather than 
septicemia. 

Unexplained fever with diarrhea 
in any patient under antibiotic ther- 
apy should suggest the onset of sta- 
phylococcal enteritis, immediate dis- 
continuance of the agent being used, 
and the institution of intensive sup- 
portive therapy. Erythromycin to 
date has been the most effective 
chemotherapeutic weapon in com- 
bating this complication. 

Reports of immediate anaphylac- 
tic shock following the administra- 
tion of penicillin have appeared with 
increasing frequency; reference is 


made to 61 such reactions, 23 gf 
which proved fatal. The reactioy! 
comes on in seconds to minutes afte 
use of the antibiotic—shock cyanogj 
and labored, slow breathing is 
most common, while convulsions 9 
cur in many and unconsciousness jy 
most instances. Fatalities have been 
recorded minutes to several hour 
after onset of symptoms. 

Most of these reactions have oc. 
curred in persons to whom penicillin 
had been administered previously 
without incident. Many had an aller. 
gic background, asthma being espe. 
cially common. Simple skin testing 
may be very informative as to the 
patient’s allergenicity and is recom- 
mended when circumstances war- 
rant. Inquiry should always be made 
as to earlier reactions. Inadvertent 
IV injection should be strenuously 
avoided by routine pullback on the 
syringe plunger before each dose. 


Virginia Med. Monthly, 81: 63, 1954. 


& 


Death Associated with Hexa- 
methonium and Apresoline 
Therapy 


The clinical syndrome of hexa- 
methonium poisoning appears to be 
quite specific; with 5 reports the 
sequence of constipation, paralytic 
ileus and shock was present in all. 
In these 5 cases death resulted 
from paralytic ileus. The shock may 
have been related to the combined 
action of hexamethonium and Apre- 
soline. 


A fatal case of shock and paraly- 
tic ileus in a hypertensive patient 
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treated with hexamethonium chlor- 
ide and Apresoline is reported. 

Knowledge by physicians of the 
pharmacodynamic effects of these 
drugs is required; it is also neces- 
sary that patients be informed of 
the early side effects. Cathartics or 
enemas should be instituted when a 
patient under hexamethonium ther- 
apy has had no bowel movement for 
24 hours. 


M. I. Klayman, et als. New England Jour. of Med. 
248: 1109, 1953. 
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AIDS IN DIAGNOSIS 


Breast Lesions as Seen in 
the Physician's Office 


The physician must be alert not 
“Bio overlook a lesion thinking it may 
be benign when in reality it is car- 
cinoma. On the other hand, unnec- 
/Bessary surgery including biopsy is 
to be avoided if possible. 

Retraction of the nipple does not 
always mean carcinoma; recent uni- 
lateral retraction usually does. Re- 
traction present for many years and 
dating from an inflammation during 
lactation is probably due to scar 
tissue. 

Any single solid dominant lump 
of the breast should have immediate 
biopsy to rule out carcinoma. If car- 
cinoma is found a radical mastec- 
tomy is done. 

Multinodularity, which is usually 
tender, without a dominant lump 
does not need any therapy. The pa- 
tient should be reassured. 

Opinions vary as to the serious- 
ness and the treatment of cystic di- 
sease. 


H. H. Davis. Arizona Medicine, 10: 316, 1953. 


The Rectal Examination 


The majority of cancers of the in- 
testinal tract are within reach of the 
examining finger properly used. The 
rectal pathology is attached to the 
rectal wall; it is important to sweep 
the finger against the lining of the 


June, 1954 


rectum, having the patient strain to 
bring down any tumors or polyps 
which otherwise might be beyond 
the tip of the finger. 

The most important features of 
the anoscopic examination is to (1) 
have an anoscope; (2) use an anos- 
cope. Because of the collapsible na- 
ture of most hemorrhoids it is easy 
to miss them on digital examination, 
whereas gradual withdrawal and ro- 
tation of the anoscope will result in 
the hemorrhoids appearing in it. 
Gauze on the examining finger, 
slowly withdrawn, will assist the 
demonstration of hemorrhoids. 

In all cases examine for occult 
blood after a rectal examination us- 
ing feces from the glove. It is 
simple and accurate and, in some 
cases enables you to make an early 
diagnosis of cancer or bleeding from 
the GI tract. 


Edwin Matlin, Current Medical Digest, 21:102, 1954. 


Anemias in Infancy 
and Childhood 


Of all laboratory procedures, the 
most important for its diagnostic 
value (in anemias), yet the sim- 
plest, is the examination of the blood 
smear. The stained blood film con- 
stitutes a visual representation of 
the effect on morphology of the fac- 
tors involved in the pathogenesis of 
a specific anemia. Except for sickle 
cells, spherocytes and leptocytes — 





the large, pale, extremely thin, 
ridged erythrocytes with irregularly 
distributed hemoglobin observed in 
advanced Mediterranean anemia — 
there are no specific red cells that 
are indicative of a particular disor- 
der. Even the small, deeply-stained 
spherocytes which characterize con- 
genital spherocytic anemia, may also 
be observed in greater or less de- 
gree in other conditions associated 
with hemolysis such as acquired 
hemolytic anemia, erythroblastosis 
due to sensitization by the A-B ag- 
glutinogens and in leukemia. Tar- 
get cells, oval cells, hypochromic 
macrocytes and basophilic stippling 
and hypochromic microcytes appear 
in varying percentage in certain 
stages of many anemias and there- 
fore cannot be regarded as disting- 
uishing features of a single disease. 
They are of diagnostic value only 
when they are considered in con- 
junction with pertinent information 
from other sources. 


C.H. Smith, Bull, N.Y. Academy of Med. 30:155, 
1954. 


u 


Vertigo and Dizziness 


Vertigo is a subjective whirling 
in space; either as turning in en- 
vironment or as environment turn- 
ing about self. 


Dizziness is a subjective sense of 
unsteadiness without sensation of 
environment change with dulling of 
perception and thought processes, 
mild syncopal type symptoms. 


With ‘dizziness one should inquire 
and look for evidences of hyperten- 
sion, cerebral arteriosclerosis, hyper- 
active carotid sinus reflex, and car- 
diac arrhythmias—particularly par- 
oxysmal auricular fibrillation and 
tachycardia, ventricular tachycardia 
and Stokes-Adams syndrome with 
heart block. 


Postural hypotension must not be 
overlooked and blood pressure re- 
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cordings when erect and recumbey 
must be made routinely. Myasthenj 
gravis is one of the conditions ; 
which postural hypotension is g 
served. The pathogenesis of dig 
ness in the cardiovascular disorde 
mentioned appears to be the sam 
in all instances; viz., decreas 
cerebral blood flow with subsequen 
anoxia. 


Increased venous pressure wit 
stasis of the cerebral circulation ma 


of the superior vena cava. Larynge: 
spasm, tracheal obstruction, and 
vere paroxysmal coughing mag. 
cause a marked rise in the jugul: 
venous pressure and a slowing ¢ 
the cerebral blood flow by back: 
pressure. 


Anoxia from anemia or from ab 
normal hemoglobin as from various 
poisons or drugs — as nitrites, sul 
fates, sulfonamides, acetanilid and 
carbon monoxide, is a cause fo 
chronic dizziness. 


Vertigo — a subjective sensation 
of whirling by the patient in rele 
tionship to his environment — us- 
ually points to disease of the path 
way of equilibratory sense, per- 
pheral in the labyrinth or retrograde 
to this organ, the vestibular nuclei 
interconnected nerve pathways, 0 
the central site for sensory localize- 
tion of spatial orientation. 


Dizziness may be a _ variant o 
vertigo in minor degree but is more 
often a symptom produced by 2 
state of general cerebral dysfunc- 
tion such as may occur in anoxia, 
cerebral blood stasis, or metabolic 
derangement. 


A careful history and physical, in- 
cluding neurological examination, is 
necessary to arrive at a proper diag: 
nosis. Often aid from various quali- 
fied specialists will be needed. 


Vince Moseley, Ji S.C. Med. Asso. 


50:95, 1954. 
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THERAPEUTIC TRENDS 


‘f Ergot controls only a small num- 
Boer of the cases of patients suffer- 


Htors to give prophylactic medication 
in the hope of delaying the onset of 
the inevitable headache. On the 
same basis, a combination of Bena- 

$dryl or other antihistaminics with 
either nicotinic acid in large doses 

#or hyoscine in small doses, has acted 
well as a preventive. 


A recent compound composed of 
caffeine, acetylsalicylic acid and a 
.fmild barbiturate, called Fiorinal, 
Bitaken at the onset of the headache, 
has given more relief than any other 
agent used by the author. 


W. G. Haynes, Jour. Med. Asso. Ala. 23: 150, 1953. 


Management of Intractable 
Sprue with Cortisone and 
Adrenocorticotropin 


The results are reported of the 
treatment with ACTH and cortisone 
of 8 patients with intractable pri- 
mary sprue (4 men and 4 women), 
of whom seven had non-tropical 
sprue and the eighth tropical sprue. 
In seven of the patients previous 
treatment with vitamins given par- 
enterally and orally, “tween 80,” 
pancreatin, bile salts, plasma and 
blood transfusions, had given equiv- 
ocal results. Diarrhea, loss of weight, 
and steatorrhea were present in all 
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the patients and anemia and other 
hematological disorders persisted. 
ACTH was given only to patients 
in the hospital; treatment was 
changed to cortisone after the dis- 
charge from the hospital. The initial 
dose was 100 mg daily for both 
drugs. 

A number of reactions were ob- 
served. Overt tetany occurred in 
four patients and was believed to be 
due to hypochoremic alkalosis; it 
could be prevented by administra- 
tion of ammonium chloride. Edema 
was noted in nearly all the patients 
early during treatment, and some- 
times required mercurial diuretics 
for its control. In all, 13 courses of 
cortisone and 8 of ACTH were giv- 
en. 


Striking clinical improvement oc- 
curred within a few days in five pa- 
tients, and although no change in the 
hemotological findings was noted, 
the diarrhea disappeared promptly 
and there was a substantial increase 
in weight. In four patients the vita- 
min A absorption curve improved. 
Some degree of clinical remission 
occurred in all the patients, but 
clinical relapses invariably took 
place within one to five weeks after 
stoppage of the therapy. No instance 
of resistance to this form of therapy 
has been observed thus far. It is 
hoped that improvement can be 
maintained by continuous adminis- 
tration of small doses of cortisone. 


H. Colcher, et al., Ann. Int. Med., 38: 554, 1953. 





Gold, Sodium and Liver Function 
In Rheumatoid Arthritis 


Three groups of patients were 
subjected to a five-month course of 
gold therapy while kept on a low- 
salt diet; in addition the three 
groups were given, respectively so- 
dium chloride, ammonium chloride, 
and an inert control substance (lac- 
tose). 

The results were the same in each 
group, about 50 per cent of the pa- 
tients being much improved. There 
was no evidence of any enhanced 
effect from either the sodium or the 
ammonium chloride, nor was there 
any evidence of impaired liver func- 
tion, as determined by liver func- 
tions tests. 


G. D. Kersley, Ann. Rheum. Dis., 12: 29, 1953. 


Radioactive lodine in 
Thyroid Disease 


In certain situations it is impos- 
sible to determine accurately the 
BMR: e.g.—nervous, uncooperative 
patients, dyspneic individuals, and 
instances in which faulty apparatus 
is used. There are several non-thy- 
roid diseases which elevate the 
BMR. These may be listed as fol- 
lows: conditions characterized by 
fever, aortic stenosis, pregnancy. 

Administration of I-131 is the 
treatment of choice in Graves’ di- 
sease occurring in patients 30 years 
of age or over, or in those who have 
recurrence following surgery or pro- 
longed treatment with anti-thyroid 
drugs. Initial conservative attitude 
concerning treatment of younger pa- 
tients seems to be lessening as ex- 
perience accumulates. 


Pregnancy constitutes a contrain- 
dication to this method regardless 
of the patient’s age or whether or 
not she has had previous surgical 
treatment. Lactating mothers should 
not be given this material, for it has 
been shown to be secreted in the 


496 





milk; it should not be used f 
treating thyroid storm because ,¢ 
its slow action. 

Surgical remains the best tre; 
ment for toxic nodular goiters, aft 
preparation with antithyroid drug 
However, toxic nodular goiters 
curring in old people or in those wh 
are not acceptable surgical risks fo 
one reason or another, should ly 
treated with I-131. Repeated dose 
are usually required. The gland ma 
shrink but little as a result of treat 
ment. 

The patient is seen at 2-month in 
tervals after treatment. Size of sub- 
sequent dose is determined by 
physiologic response to the first. lh 
general, if the patient has made 50" 
or greater improvement, no add: 
tional therapy is given at that time 
If response is somewhat less, a sec: 
ond treatment, the amount being 
varied according to his response to 
the initial dose. 


















































































This procedure is repeated at each a 
visit until the hyperthyroidism isf 
controlled. 

Huldrick Kammer, Northwest Medicine 53:363, 1954. Blo 
al 

Treatment of Varicose Veins ay 
Vi 

In Pregnancy 2 
Injections therapy or operative : 





treatment for varicose veins in the 
pregnant patient is stated to be safe 
procedure which gives immediate 
relief and prevents the recurrence 
or lessens the severity of the vari- 
cosities. 

Superficial thrombophlebitis is a 
common but minor complication and 
settles rapidly following strapping 
and ambulation. Reactions to the 
sclerosing agents are controlled by 
antihistamines and treatment can be 
effective and safe at any stage of 
pregnancy. The technique of injec- 
tion is the same as in the non-preg- 
nant patient and any of the common 
agents can be employed. 


R. N. Rutherford, Western J. Surgery, 61: 147, 1953. 
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FREE LITERATURE SERVICE 


Arrangements have been made to forward you the most 
recent literature available on the conditions listed below. 
Please indicate on the yellow self-mailer the information 
you desire by circling the appropriate number. 


Allergies 


allergic reactions!, asthma2, asthma 
(bronchial) 3, drug sensitivities .. 
eczema 5, food 6, hay fever 7, urticaria 8. 


Blood, Cardiovascular 


anemia 9, anemia (pernicious) !9, antico- 
agulant 1, arteriosclerotic peripheral 
vascular ‘disease 12, pectoris 13, 
Buerger’s disease 14, cardiovascular dis- 
orders 15, congestive heart failure !6, 
cardiac ‘asthma 17, coronary artery 18, 
coronary thrombosis !9, chronic trench- 
foot 29, dietetic restriction 2!, hyperten- 
sion 22, myocardial failure 23, ’ myocardial 
insufficiency 24, peripheral neuritis 25, 
Raynaud’s_ disease 26, thromboangiitis 
obliterans 27, varicose vein 28, 


Dermatology 


acne 29, athlete’s foot 39, bacterial derma- 
tologic condition 3!, bed sores 32, burns 33, 
dermatoses 34, eczema 35, external ul- 
cers 36, diseases 37, infections 38, 
ivy dermatitis 39, » pruritus 40, topical in- 
fections #1, yaws 42 


Endocrinology 


adrenal gland 45, cretinism 44, diabetes 45, 
exophtalmic goiter 46, Graves’ disease 47, 
hyperthyroidsm 48, myxedema ‘49, pitu- 
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itary gland 5°, thyroid gland 5!, 


thyro- 
toxicosis 52, 


Eye, Ear, Respiratory 


bronchitis 53, choroiditis 54, coughing 55, 
eye infections 56, ear infections 57, iritis 58, 
keratitis 59, la itis 9, nasal conges- 
tion 61, night blindness 62, otologic der- 
matosis 63, pharyngitis 54, Tespiratory in- 
fections 65, sympathetic ophthalmia 66, 
sinusitis 67, tonsillitis 68, uveitis 59, vaso- 
motor rhinitis 70. 


Gastrointestinal, Liver and Spleen 


amebiasis7!,_ colitis72, constipation 
(chronic) 73, cirrhosis of liver 74, con- 
stipation 75, "diarrhea 76, gallbladder and 
bile ducts 77 ; gastrointestinal spasm 
(functional) 78, gastroduodenal bleed- 
ing 79, peptic "ulcer 80, staphylococci 8!, 
streptococci 82, 


Genito-Urinary 


bladder diseases 83, cystitis 84, kidney 
diseases 85, prostate gland 86, pyelitis 87, 


ureter diseases 88, +. we tract infec- 
tions 89, urethra diseases 99, 


Geriatrics 


anemia 9!, arteriosclerosis 92, cardiac 
edema 93, chronic fatigue %, climacteric 





(male) %, constipation 9, insomnia 97, 
low blood sugar level 98, protein deficien- 
cy 99, senility (male) 19, senility (fe- 
male) !91, vitamin deficiencies !02. 


Gynecology and Obstetrics 


amenorrhea !93, cervicitis 194, climacteric 
female) 19%) conception contro] 19, 
dysmenorrhea !07, vaginitis 108, habitual 
abortion 109, leukoplakia (vulvar) !10, 
leukorrhea !!!, menopause !!2, menomet- 
rorrhagia !!3, pregnancy tests!l4, pre- 
menstrual disorders!!5, postpartum 
bleeding !!6, pregnancy (nausea & vom- 
iting) 117, 


Infectious Diseases 


brucellosis 118, pneumonia !19, 
Mountain spotted fever !20, 
losis !21, 


Rocky 
tubercu- 


Neuromuscular 


analgesic !22, joint and muscle pain !23, 
muscle dysfunction !24, muscle 
spasm 125, saultighe sclerosis !26, neural- 
gia ischiatica!27, neuritis, diabetic !28, 
osseous and neuromuscular disturb- 
ances !29, Parkinsonism !30, 


Nutrition 


anemia !3!, avitaminoses !32, 

fat metabolism !33, malnutrition !54, 
eral deficiences !35, obesity 136, m 
vitamin deficiences !37, pellagra 138, py 
tein deficiency 139, vitamin  deficie 
cies 140, multiple deficiences !4!. 


Pediatrics 


bowel habits !42, diarrhea !43, diaper der 
matitis 144, ear infections !45, formula li 
infantile eczema, nutritional needs!’ 
scurvey !48, 


Rheumatic and Arthritic Diseas 


arthritis '49, bursitis 159, gout 151, gow 
arthritis 152, musculoskeletal i 
rheumatic disease 154, 

fever 155, rheumatoid arthritis 156, 


Miscellaneous 


alcoholism !57, barbiturate poisoning !%! 
debridement of necrotic tissue! 
edema !60, edema (salt retention) !61, jn. 
dustrial dermatoses !62, meniningitis !¢ 
insomnia !64, nervous tension !65, psy. 
choses 166, 


a FAVORED Menstrual Regulator 


oe Ergoapiol (Smith) with Savin contains all the active alkaloids of whole ergot, to- 
gether with apiol (M.4.S. Special) and oil of savin in capsule form. One to two cap- 
sules, three to four times a day, help to promote menstrual regularity and greater 
comfort in many cases of functional amenorrhea, dysmenorrhea, menorrhagia and 
metrorrhagia. Supplied in ethical packages of 20 capsules. May we send literature? 


ERGOAPIOL (smity) with SAVIN 


MARTIN H. SMITH COMPANY « 150 LAFAYETTE STREET, NEW YORK, N. Y. 
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whooping 
cough 


GOLD PHARMACAL CO. 


ELIXIR BROMAURATE 


GIVES EXCELLENT RESULTS 


Cuts short the period of illness and relieves the distressing spasmodic 
cough. Also valuable in Bronchitis and Bronchial Asthma. In four- 
ounce original bottles. A teaspoonful every 3 to 4 hours. 


NEW YORK CITY 
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NEW PHARMACEUTICAL PRODUCTS 


Cortril with Terramycin (Pfizer) 
Ophthalmic suspension of hydrocor- 
tisone (compound F) with Terramy- 
cin. Indications: Infectious and trau- 
matic inflammations of the eye. Dos- 
age: Locally, as directed by physi- 
cian. Supplied: bottles of 5 cc. con- 
taining 15 mg. of Cortril and 5 mg. 
of T'erramycin per cc. 


Gantrisin Cream 

(Hoffmann-LaRoche) 
Contains 10% Gantrism in a cream 
base. Indications: vaginal use in the 
treatment of cervicitis, vaginitis, 
vulvitis and related gynecologic dis- 
orders; also valuable for preopera- 
tive, postoperative and postpartum 
prophylaxis. Dosage: As directed by 
physician. Supplied: packages con- 
taining a 3 oz. tube with or without 
applicator. 


Gerix (Abbott) 
Balanced amounts of important nu- 
tritional elements. Indications: ap- 
petite failure resulting from the in- 
activity of old age or convalescence. 
Dosage: Adult, 1 _ tablespoonful 
twice daily. Supplied: pint and gal- 
lon bottles. 


Halabar Tablet (Carnrick) 
Each tablet contains butabarbital, 
16 mg. and mephenesin, 300 mg. In- 
dications: nervousness, tension, an- 
xiety; hypertension, menopause, de- 
pression, insomnia, alcoholism, neur- 
asthenia. Dosage: One tablet after 
meals and at bedtime. Supplied: 
bottles of 100 and 1,000 tablets. 
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Neo-Anacol Syrup (Warren-Teed) 


Each 30 cc. contains phenyle- 
phrine hydrochloride, 18 mg.; py- 
rilamine maleate, 60 mg.; dihydroco- 
deinone bitartrate, 10 mg.; chloro- 
form, 0.12 Gm. with ammonium 
chloride, tartar emetic, sodium ci- 
trate and citric acid. Indications: 
coughs due to colds and upper re- 
spiratory infections. Dosage: Adults, 
1 teaspoonful every 3 hours; chil- 
dren 6 to 12 years, 42 to 1 teaspoon- 
ful according to age every 3 hours. 
Supplied: bottles of 1 pint and 1 


Wybiotic Troches (Wyeth) 
Each Troche contains 300 units of 
zine bacitracin, 5 mg. of neomycin 
and 2,000 units of polymyxin B sul- 
fate in candy flavored base. Indica- 
tions: For control of both gram- 
negative and gram-positive infec- 
tions in the mouth and throat. Dos- 
age: dissolve slowly in mouth every 
3 hours for a total of 6 times daily. 
Supplied: cans of 48 troches. 


Zincofax Cream 

(Burroughs-Wellcome ) 
Contains 15% zinc oxide in an emol- 
lient base containing lanolin. Soothes 
and promotes healing of damaged 
skin and mucous surfaces. Indica- 
tions: diaper rash, abrasions, chafed 
or chapped skin, minor skin irrita- 
tions, small cuts and fissures. Dos- 
age: As directed by physician. Sup- 
plied: In tubes of 1% oz. 
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BREAK THE 
VICIOUS CIRCLE 


with 


CAUSALIN — 


A newly improved anti- 
rheumatic — especially indi- 
cated for arthritis — which 
stops the syndromic merry-go- 
round of “pain-immobility- 
spasm-pain.”' 

















FOUR REASONS WHY CAUSALIN IS SUPERIOR sen 
gf CAUSALIN contains Salicylamide (300 mg.)*, an effective antipyretic2 with the 
bk gy analgesic potency newye e be much greater than that of aspirin oe the ly 


other salicylates 3, 5, 6, 7. It Is also “considerably less toxic’ 4, 8. 
















CAUSALIN contains Mephenesin (150 mg.)* a powerful anti-spasmodic.9 






. . y CAUSALIN contains Calclum Paraminobenzoate (50 mg.)* which, In synergic 
é a a Fag | results in the increased blood concentrations of 
eac 2 


CAUSALIN contains Ascorbic Acid (50 mg.)* which compensates for 
two separate losses of Vitamin C—that resulting from rheumatism, 
itself, and that from salicyl-administration.14 


*per tablet 


THE MEDICAL VERDICT 
(on CAUSALIN'S key elements) 


-—-!io ww 











(A) Non toxic Mephenesin has “an unusual ability to relax skeletal Te - 
promotes -‘euphoria” and “freedom from nervousness and tension.” 


(B) See has an anti-rheumatic, analgesic and antipyretic effectiveness . . . hardly 
approached by the other salicylic acid compounds.”? (For similar evaluations see 4 7° i9, 20) 


. in spasm”25,16, 





INDICATIONS: Rheumatoid arthritis, osteo-arthritis, rheumatic fever and related disorders. 


DOSAGE: For adults and children over 6 years of age: 2 CAUSALIN tablets every 4 hours until pain Is 
relieved. Then 1 tablet every 4 hours. 


For small children: 4% to 1 tablet in milk every 3 or 4 hours. Then reduce gradually to 4/2 tablet 3 times dally. 
CAUSALIN tablets are available in bottles of 50, 100, 500 and 1000. 





Samples and references malied on request. 


Anc! Fissure 


It is not well enough known that 
simple measures will relieve the dis- 
tressing symptoms of this common 
coniition. Only a small minority of 
patients with anal fissure ever re- 
quire operative treatment. 

Tie most painful fissures are com- 
monly the smallest and earliest. Con- 
trary to widespread belief, a sentin- 
el pile is not often seen in associa- 
tion with a fissure, and the linear 
acute fissure can be diagnosed with- 
out a painful examination. It is es- 
sential to obtain the cooperation of 
the patient and to examine him gent- 
ly. Once the fissure is seen it is pos- 
sible to anaesthetize the raw sur- 
face quickly and efficiently with 
10% amethocaine (pontocaine 2%) 
ointment. Within a few minutes the 
doctor can pass a finger gently and 
painlessly. 

The patient is provided with oint- 
ment and a metal or plastic dilator. 
The ointment is applied gently to 
the site of the fissure once or twice 
daily (and invariably 10 min. or so 
before a bowel movement) and the 
dilator then passed. The properly 
instructed patient can then be seen 
at intervals and his condition will 
generally be relieved in two or three 
weeks. 

Only a few patients, with chronic 


and complicated fissures need oper- 
ation. 


British Medical Jour., 4840, 821, 1953. 
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Chemical Accurate! 
Preg nan of Carson-Saeks 


4 $1650 


See 
dealer’ or withe literatere, Complete 
C. P. T. Laboratories, Dayton 6, Ohio 
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Too often the beautician, the grocer, 
friends and relatives compete with 
you in treating your patients, partic- 
ularly in recommending their favorite 
remedy for constipation. 


CHOBILE provides a solution for you 
in treating these “‘difficult patients,” 
because Chobile re-establishes normal 
colonic function and helps break the 
vicious laxative habit so common in 
the “‘past forty” age group. 


CHOBILE 


Chobile affords a logical therapy in 
constipation of biliary origin. Each 
tabule Chobile combines dehydro- 
cholic acid with cholic acid, conju- 
gated as sodium glycocholate and 
sodium taurocholate. Cholic acid 
conjugates in the colon maintain colon 
water balance and prevent dehydra- 
tion of the stool and favor normal 
peristaltic activity. Chobile is given 
in initial dosage of 3 to 4 tabules with 
meals until a soft, putty-like stool is 
obtained. Reduce dosage accordingly. 
Begin with enema in severe cases. 


Chobile is available at pharmacies 
everywhere in bottles of 100, 500, 1000. 


Generous trial samples on request 


IRWIN, NEISLER & CO. 
ee Se ea ee eo ee 
MAIL COUPON TODAY 


IRWIN, NEISLER & CO. 
Decatur, Illinois Dept. CM-6 


Please send me a generous trial supply of CHOBILE. 


cca 


Address 


City 











Acute Anaphylactoid Reactions 
Attributable to Penicillin 


An analysis of the case-records of 
88 patients showed that in 12 there 
was a previous history of sensitivity 
to penicillin, while in 26 there was 
a history of bronchial asthma, hay 
fever or other allergies. No ana- 
phylactoid reactions were reported 
from the use of cloramphenicol, 
aureomycin, or oxytetracycline. The 
following conclusions were reached: 
“Although the incidence of anaphy- 
lactoid reactions has increased in 
frequency during the past few years, 
it is still relatively infrequent when 
consideration is given to the tre- 
mendous tonnage (30 tons a month) 
of penicillin distributed annually. 
Patients with a history of bronchial 
asthma, hay fever, and other aller- 
gies, or previous sensitivity to peni- 
cillin are more prone to exhibit ana- 
phylactoid reactions. The serious- 
ness of anaphylactoid reactions em- 
phasizes again the importance of 
having a clear-cut indication for the 
use of drugs. In those patients with 
a history of bronchial asthma, hay 
fever, or other allergies, the physi- 
cian must balance the hazards in- 
volved against the extent and nature 
of the disease being treated.” 


H. Welch, et al., Antibiotics & Chemother., 3: 891, 


1953 


Frog Pregnancy Test 


. Speedy results; 1 to 4 hours. 
. Accuracy; 99.6%. 
. Reveals early pregnancy. 
. Reports wired free when requested. 
. Negative findings rechecked free of 
charge. 

). Need 2 oz. first voided morning urine. 

. It costs less—only $5.00 to the Doctor. 


Physicians’ Diagnostic Laboratory 
(Established in 1936) 
4390 Lindell Blvd., St. Louis 8, Mo. 
Containers and Fee Table On Request 
Also other laboratory tests by mail. 


NOW AVAILABLE 
CACODYNE 


An lsotonic Colloidal 
lodine Cacodylate 


Indicated: In all ARTERIAL DIS- 
EASES — Coronary, Cerebral, 
Mesenteric — Hypertension, 
Angiitis Obliterans. 


Frequency of administration is re- 
duced with improvement and 
gradually withdrawn when symptom 
free. 


For intramuscular or intravenous 
injection. 


No known contraindications. 


CACODYNE CREATES 
CARDIAC RESERVE 


For Reprints and Information 
Address 


RESEARCH 
MEDICATIONS 


INC. 


542 Fifth Avenue 
New York 19, N. Y. 


CLINICAL MEDICINE 





